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THE VALUE OF THE ROENTGEN RAY IN 
THE MANAGEMENT OF DUODENAL 
AND GASTRIC ULCERS.* 


CHARLES H. PETERSON, M. D., Roanoke, Va. 


In a former article! the Roentgen ray ap- 
pearances of some unusual conditions of the 
stomach and duodenum were discussed. While 
these extremely unusual conditious are inter- 
esting from a diagnostic standpoint, it is the 
usual conditions which are more frequently en- 
countered that more vitally concern both the 
roentgenologist and the physician referring the 
case. 

Peptic ulcer, occurring in the duodenum or 
stomach, frequently requires medical treat- 
ment over a long period of time and the 
roentgenologist is afforded opportunity to fol- 
low these cases along over a period of months 
or years. A comparison of the findings at time 
of the different examinations gives a good in- 
sight into the individual's ability to respond 
to medical treatment and into the value of the 
treatment in each case, Some patients respond 
very promptly to medical treatment, with both 
clinical and x-ray signs of improvement, and 
continue to remain symptom free over a long 
period of time. Others seem to grow steadily 
Worse, in spite of dietary or medical treatment, 
and surgical intervention is necessary. It is 
the purpose of this paper to consider more 
the general impressions received from examin- 
ing and re-examining these patients, rather 
than to discuss the differential diagnostic fea- 
tures and the technical procedures. 

Duodenal ulcer is the most common organic 
lesion encountered in x-ray examination of the 
gastro-intestinal tract. With duodenitis, it is 
one of the most frequent causes of chronic 
abdominal distress. 

Many duodenal ulcers are easily diagnosed, 
but difficulty is encountered with some, and the 
textbook “clover leaf” deformity of the cap is 


*Read before the Roanoke Academy of Medicine at Jefferson 
Hospital, December 5, 1932, as a part of the Symposium on 
Gastric and Duodenal Ulcers. 


the exceptional finding. It is unjust to the 
patient to have a positive diagnosis made un- 
less the evidence is conclusive, for such a diag- 
nosis means strict dietetic supervision over a 
long period of time and, usually, inability to 
procure additional life insurance, It is then 
with hesitancy that this diagnosis should be 
made, and the x-ray examination should be 
complete in every detail. The fluoroscopic ex- 
amination is the most important of the x-ray 
procedures, Examination in the antero-pos- 
terior position and visualization of the cap 
from every possible angle, with the patient in 
the vertical and horizontal positions, is neces- 
sary in every case. It frequently happens that 
a very small change in the cap can be demon- 
strated only under the fluoroscope, unless di- 
rect pressure is applied over the cap while the 
films are being taken. 

Second in importance to the fluoroscopic ex- 
amination is the taking of serial films in a 
position which has been determined from the 
fluoroscopic examination and which best shows 
the portion of the cap to be investigated. 

The complications usually seen by the roent- 
genologist are from penetration and from ob- 
struction caused by scar tissue formation. A 
certain amount of scar tissue is formed with 
every chronic duodenal ulcer and the deform- 
ity produced by the ulcer remains over an in- 
definite period of time, even though the ulcer 
may be healed. This makes it difficult to state, 
from an x-ray standpoint, whether or not a 
chronic duodenal ulcer is improving. The 
amount of obstruction can be more easily de- 
termined and varies with the amount of scar- 
ring and spasm in the region of the ulcer. 

The healing of the acute ulcers can be ac- 
curately observed. These acute ulcers some 
times give a very large gastric residue that 
disappears completely when treatment is insti- 
tuted and secondary spasm is controlled, The 
residue from scar tissue formation, however, 
usually increases as the ulcer heals, and is a 
good index to indicate when treatment should 
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be changed from medical to surgical. A per- 
sistently large gastric residue at the six-hour 
examination calls for surgical procedures to 
overcome the obstruction, Penetration is a less 
frequent finding than obstruction and is infre- 
quently seen except in rather large ulcers where 
treatment has been neglected. In the average 
case, where medical treatment has been care- 
fully followed, decided improvement is found. 
The amount of initial residue is decreased and 
the ulcer crater diminishes in size. Rigid medi- 
cal treatment usually produces local x-ray 
signs of improvement. 

The possibility of a duodenal ulcer under- 
going malignant degeneration is extremely re- 
mote. In this characteristic, duodenal ulcers 
contrast sharply with gastric ulcers, where 
malignant degeneration occurs in a definite 
percentage of the cases. 

Peptic ulcers do not occur as frequently in 
the stomach as in the duodenum. Their man- 
ner of healing likewise is different. While we 
some times find extensive scarring from a gas- 
tric ulcer, many are seen to completely disap- 
pear under medical treatment apparently with- 
out scar tissue formation. For this reason, 


healing can be followed in a gastric ulcer much 
more accurately than in an ulcer of the duode- 
num. While small gastric ulcers tend to heal 
under medical treatment, the larger ones do 
not seem to be favorably aflected, The ques- 
tion of malignancy also arises, and, for this 
reason, it is probably unwise to attempt medi- 


cal treatment of large gastric ulcers. They 
are less apt to cause obstruction than those 
occurring in the duodenum but are probably 
more apt to perforate. The x-ray shadow of 
a gastric ulcer is more apt to be the ulcer crater 
itself than in the duodenum, where spasm and 
scarring so frequently overshadow the ulcer 
crater. 

The question often arises as to how fre- 
quently gastric and duodenal ulcers, being 
treated medically, should be checked by x-ray 
examinations. A re-examination three months 
after the diagnosis has been established shows 
the maximum to be expected from the medical 
treatment. Examinations at six-month inter- 
vals thereafter should be made until the pa- 
tient is on a liberal diet, after which annual 
examinations are sufficient. The treatment can 
be supervised much more intelligently if 
periodic examinations are made, 
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THE DIAGNOSIS AND MEDICAL TitEAT. 
MENT OF PEPTIC ULCER.* 


GEORGE B. LAWSON, A. M., M. D., F. A. C. P., Roanoke, Va 


Peptic ulcer is found three times more fre. 
quently in men than in women. It occurs at 
any time of life but rarely in the very young. 
Its apparent frequency depends on the skill 
that is used in the diagnosis and at times on 
the enthusiasm of the investigator. Duodenal 
ulcer is said to occur four to eight times more 
frequently than gastric. In our own cases the 
disproportion is apparently much greater or 
we are failing to diagnose our gastric ulcers. 

When the patient comes for relief, he has 
usually had trouble for a year or even as long 
as ten years. The symptoms are frequently 
very typical; burning, boring cramp-like pains 
in the epigastrium coming on several hours 
after eating and lasting until the next meal, 
or relieved at any time by food or soda. This 
pain may be mild or it may be severe, and it 
may come on at various intervals after meals. 
Sometimes it may come on only in the morn- 
ing and not in the afternoon, or vice versa, 
but the time of coming is usually regular. It 
does not come on so frequently after supper. 
The pain frequently comes on after midnight 
and lasts several hours. The pain may radiate 
to the back and sides. Some of our patients 
complain of sour belching. 

This daily cycle of symptoms usually lasts 
a few weeks with intermissions of several 
months to a year or more, this periodicity of 
recurrence being very typical. If the symp- 


-toms are severe there may be no intermissions. 


It is thought that the pain in gastric ulcer 
may come on sooner and leave before the next 
meal, but the diagnoses that we have made 
with this in mind have been shown by the 
X-ray to have been wrong. 

Frequently ulcers are found in the routine 
X-ray examination although the symptoms are 
indefinite and atypical. Rather often ulcers 
are found post-mortem when their presence has 
not been suspected during life. 

There may be a history ‘of vomiting in many 
of the cases and, according to Crohn, vomit- 

*Read before the Roanoke Academy of Medicine at Jefferson 


Hospital, December 5, 1932, as part of the Symposium © 
Gastric and Duodenal Ulcers. : 
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ing, like painful cramps, constitutes a deter- 
minin factor in favor of the organic origin of 
the complaint. Sometimes the pain is worse 
when the patient lies on his back. Constipa- 
tion is found rather frequently. 

The marked distress from perforation may 
be the first thing that brings the patient in 
contact with the physician, yet, there is usually 
a past history of digestive disturbance. Oc- 
casionally a severe haemorrhage may be prac- 
tically the only symptom of ulcer, and there 
may be no vomiting of blood—merely collapse 
with marked pallor, followed for a few days 
with tarry stools, 

We must remember that very many condi- 
tions aside from the stomach may give marked 
gastric symptoms, and for this reason a very 
accurate history should be taken and a thor- 
ough general examination made. 

The examination may show a small area of 
tenderness high in the epigastrium or a trifle 
lower and to the right but not so far out as 
the gall-bladder area. 

The fractional test meal will generally show 
high free acid, yet the acid may be low or even 
absent, especially in the gastric type. Other 
conditions than ulcer, such as nervousness, may 
give high acids, yet, in spite of this, the test 
meal is of much value and helps to round out 
our information. Since the X-ray has become 
so helpful we do not lay as much stress on 
the test meals as we should. Occult blood in- 
creasing during the progress of the meal or if 
more than a trace indicates an organic lesion. 
The finding of blood in the stool is of value 
if other causes may be ruled out. 

A few cancers of the stomach may run a 
high free acid. One of our cases with high 
free acid showed post-mortem a large car- 
cinoma of the fundus. 

Food residue found in the morning fasting 
stomach indicates a pyloric obstruction, 

Since the treatment of ulcer will put the 
patient to rather much inconvenience, we 
should be as certain of our diagnosis as pos- 
sible. The assistance of a good Roentgeno- 
logist is exceedingly helpful. 

The surgical treatment of ulcer usually gives 
quicker and more permanent relief than the 
medical treatment, but at times leads to much 
humiliation. Dr. J. M. T. Finney! says: “One 
word as to surgery, personally, I approach a 
surgical operation for the relief of duodenal 
or gastric ulcer, it is more true of duodenal 
than gastric, with less assurance of success 
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than any other major abdominal operation, 
barring cancer.” 

The medical treatment of ulcer is most sat- 
isfactory at times and at times most disap- 
pointing; however, except when perforation or 
abscess is present, a very thorough medical 
treatment should be first tried. 

There are many methods of treatment and 
the one originated by Dr. Sippy,? is probably 
the most used. If possible, the original article 
should be consulted. I shall quote a part of 
it in detail: “Briefly stated, the patient re- 
mains in bed for from three to four weeks. 
Unless some serious complication is present, 
some or all of his regular work may be done 
at the end of four or five weeks. A wide va- 
riety of soft and palatable foods may be given. 
The following plan of diet has been found 
most adaptable: Three ounces of a mixture of 
equal parts milk and cream are given every 
hour from 7 A. M. until 7 P. M. After two 
or three days soft eggs and well-cooked cereals 
are gradually added, until at the end of about 
ten days the patient is receiving approximately 
the following nourishment: three ounces of 
the milk and cream mixture every hour from 
7 A. M. until 7 P. M. In addition, three soft 
eggs, one at a time, and nine ounces of a 
cereal, three ounces at one feeding, may be 
given each day. The cereal is measured after 
it is prepared, 

“Cream soups of various kinds, vegetable 
purees and other soft foods, may be substituted 
now and then as desired. The total bulk at 
any one feeding while food is taken every hour 
should not exceed six ounces. Many of the 
feedings will not equal that quantity. The 
patient should be weighed. If desired, a suffi- 
cient quantity of food may be given to cause 
gain of two or three pounds each week. 

“A large variety of soft and palatable foods 
may be used, such as jellies, marmalades, cus- 
tards, creams, etc. The basis of the diet, how- 
ever, should be milk, cream, eggs, cereals, and 
vegetable purees. 


“The practice of maintaining an absolutely 
accurate control of the free hydrochloric acid- 
ity during the entire time that food and the 
accompanying secretion are present in the 
stomach has become thoroughly established. 
This requires the administration of varying 
quantities of alkalies, corresponding to indi- 
vidual cases. Also, in addition to giving an 
alkaline powder midway between feedings, the 
powders are continued every half hour after 
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the last feeding, until 10 P, M. In all cases of 
pyloric obstruction from duodenal and pyloric 
ulcer it has been found advisable to empty the 
stomach of all remaining food and secretion 
at about 10:30 P. M., thus removing the stim- 
ulus to an excessive night secretion. 

“Cases of stomach ulcer unassociated with 
stagnation of food and secretion are usually 
controlled by feeding every hour and giving a 
powder containing ten grains each of heavy 
calcined magnesia and sodium bicarbonate, al- 
ternating with a powder containing ten grains 
of bismuth subcarbonate and twenty or thirty 
grains of sodium bicarbonate midway between 
feedings. Cases of pyloric and duodenal ulcer 
that have been associated with stagnation of 
food and secretion longer than two months al- 
most invariably require larger quantities of 
alkalies.” 

The objections to this treatment are, first, 
the tongue may be excessively coated and the 
patient lose his taste for milk. Second, the 
large amount of alkalies may cause alkalosis, 
with the following symptoms: headache, ner- 
vousness, drowsiness, prostration and even 
coma, and the urine may show casts and al- 
bumin. Fortunately we have never had this 
complication, Third, the frequency of feeding 
gives a great deal of trouble. 

Some workers believe that it is not necessary 
to use the alkalies at all. Frequently, I see pa- 
tients in whom the pain is not relieved by milk, 
but get almost immediate relief when magnesia 
oxide is given. The alkalosis may be relieved 
by allowing a more liberal diet and stopping 
the alkalies. If the milk is too tiresome we 
may substitute raw eggs, orange juice and 
milk in equal quantities, or buttermilk not 
too sour with cream, cereals or even solid foods. 
The most important part is the frequent feed- 
ing. With several patients even canned sauer- 
kraut has been very soothing and helps to get 
rid of the milk coated tongue. We have tried 
sodium citrate in a few cases to prevent the 
large curds of milk. We have made the pa- 
tients much more comfortable by the use of a 
mixture of belladonna, bromides and choral. 
With many of our ulcers we use about ten to 
twenty grains of heavy calcine magnesia oxide 
between the feedings and, if this makes the 
bowel too loose, ordinary cooking soda may be 
substituted. One of our patients, in whom sur- 
gery was not suitable, got only fair relief from 
even a long time of the ordinary treatment. 
The symptoms were greatly relieved by having 
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him take one-third teaspoonful of alum dis. 
solved in water on an empty stomach three 
times a day. The successful treatment of ulcer 
requires skill, close attention and patience. and 
is not merely a mechanical carrying out of set 
rules. Focal infections should be corrected. 

Some gastroenterologists start their treat- 
ments with several days starvation, using the 
glucose drip by rectum; some use an exclusive 
gruel diet for the first several weeks; others 
use a high fat diet consisting of olive oil, un- 
salted butter, volk of eggs and cream, believing 
that these are not digested in the stomach and 
therefore do not increase the acid. Probably 
we can more wisely use any particular diet if 
we have a working knowledge of the other 
diets. Sometimes the patient is in such a posi- 
tion that he cannot stop work. In such cases 
we may get fairly good results by allowing 
three good meals a day and some feedings be- 
tween meals, not allowing the patient to go 
over two hours without food, and also some 
alkalies can be used between feedings. 

The intramuscular injections of foreign pro- 
teins has been used abroad. Lately in this 
country Martin® and others have carried out 
this plan by injecting 10 c.c. of sterile fat free 
milk (such as is put on the market for desensi- 
tization) every other day for seven loses. 
This is done without dieting or other forms 
of treatment. His results have been very good, 
even apparently curing three out of four cases 
of marginal ulcer. 

Various observers estimate as high as 70 per 
cent of cures from medical treatment. I am 
sure that my own results are not this good. 
Personally, I believe it is very hard for any 
man or group of men to correctly evaluate ther 
own results. This number of apparent cures 
is much lower when the patients are followed 
over a longer period of time. Any peptic 
ulcer, whether apparently cured by medicine or 
surgery, is always a potential ulcer and in 
either case, although there is an apparent cure, 
the patient should take care of himself for a 
number of years. It seems to me that the phy- 
sicians do not lay enough stress on this after- 
care, and so many times patients come back 
with recurrence of symptoms and admit they 
have not followed directions. 

He should be kept in as good a condition as 
possible by some moderate exercise, regular 
habits, avoiding worry and excesses. If pos- 
sible he should have a little rest after the 
midday meal. He should as far as_ possible 
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avoid the afternoon fatigue. Regular sleep 
should be gotten and he should have at least 
one feeding, preferably milk, between break- 
fast and dinner and dinner and supper, and 
constipation should be avoided, yet, discretion 
must be used or the patient may become a 
neurotic. Even though the patient is free from 
symptoms it is better that he occasionally con- 
sult his physician. 

If after a thorough medical treatment the 
patient still has symptoms, he may prefer to 
carry on with some discomfort, using treat- 
ment irregularly as happens with so many pa- 
tients, or he may prefer surgery. Personally, 
I like to let the patient decide this after the 
matter is thoroughly discussed. Also in decid- 
ing this we must consider the skill of the sur- 
geon to whom the patient may have access. 
We must remember that duodenal ulcers never 
become cancerous and it is rare to have per- 
foration in a patient having only a fair amount 
of treatment. 

The percentage of gastric ulcers that become 
cancerous is still a matter of dispute. Some 
very evident cancers of the stomach have been 
resected with permanent cures. <A rather large 
number are reported from the Mayo Clinic. 
From some of the other large clinics, even 
with unexcelled surgery, the number of cures 
‘an be counted on one’s fingers. These cures 
have given a great impetus to gastric surgery. 
Some surgeons believe that practically all gas- 
tric ulcers should’ be excised. Some even ad- 
vocate that any persistent gastric symptoms in 
a person over fifty is sufficient cause for op- 
eration. 

The matter is summed up very soundly by 
Lahey’?: “However, the position that because 
a patient has a lesion in which this percentage 
of malignancy occurs (6 to 10 per cent) all 
gastric ulcers should be resected, is not a proper 
one. Furthermore, the policy that patients 
with such gastric ulcers should be explored to 
determine the presence or absence of malig- 
nancy is not a proper one, since exploration 
will not reveal this desired feature. Explora- 
tion in chronic gastric ulcer reveals only the 
indurated ulcer, and it becomes almost impera- 
tive that a surgeon resect such cases once the 
abdomen is opened, since his conscience will 
not permit him to close the abdomen of a 
patient with an uncertain but potentially 
malignant lesion. If, now, all gastric ulcers 
are resected, or explored, and then resected, it 
is our opinion, based upon our experience now 


with eighty-one gastric ulcers, 83 per cent of 
which have been healed medically, that many 
patients will have been needlessly operated 
upon, and of this number, certainly, a few will 
have died needlessly.” 

We believe that all gastric ulcers which are 
not probably cancerous should have thorough 
medical treatment. If the lesion is not im- 
proved, as shown by the X-ray, and if occult 
blood persist, we may consider the lesion 
malignant or intractable and should operate; 
also lesions in the posterior wall rarely do 
well with medical treatment. 

Patients with suspected perforation should be 
placed immediately in the hands of a surgeon. 
The internist may be of value in helping to 
rule out coronary thrombosis, haemophilia, 
purpura, tabes, but the one in charge of an 
acute abdomen should be the surgeon. Lately 
Singer and Vaughan® showed that if a perfora- 
tion is not seen until after twenty-four hours 
and the symptoms are receding he will do 
better without operation, but this should be 
decided by the surgeon in each case. 

When there is a massive haemorrhage the 
patient should be kept quiet, using morphia if 
necessary to control the restlessness. It is 
rather a common practice to keep an ice cap 
on the upper abdomen. Some gastroenter- 
ologists start feeding on the first day, using 
gelatine, but probably it is better to withhold 
food for three days and then use egg albumin 
or even the regular Sippy diet. 

Rectal drip, or plain tap water, or 3 per 
cent glucose, may be used to control the thirst 
and prevent dehydration. 

If the haemorrhage has been severe or con- 
tinuous so that the patient is greatly weak- 
ened, I believe it better to use transfusions of 
carefully-matched blood, although some work- 
ers believe this may cause the bleeding to start 
afresh due to increased pressure. 

Sometimes in spite of everything we can 
do, the bleeding continues and the patient be- 
comes much worse. Under these conditions 
operation is advised by most surgeons; yet the 
mortality rate with operation is high, but the 
outlook is bad without operation. This ques- 
tion must be further studied. 

Recently a very excellent surgeon discussed 
the advisability of operating on these acute 
cases. He said, “never do it unless it is ab- 
solutely necessary and then don’t do it.” Re- 
cently some gastroenterologists have washed 
out the stomach in the massive haemorrhages, 
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and report excellent results with a very low 
mortality. The patient and physician may be 
very much frightened by so much blood, but 
we must remember the death-rate is very low, 
even down to 2 per cent. The haemorrhage 
may re-occur at intervals of a few months or 
a year or so. Death rarely occurs in any but 
the first haemorrhage; however, a patient with 
recurrent haemorrhage usually does not re- 
spond very well when treated medically, and 
for this reason it may be best to operate, choos- 
ing the most opportune time. 

If there is marked pyloric obstruction, we 
have obtained good results in a number of 
these by washing out the stomach, giving hot 
water and soda or magnesia frequently, and 
not allow any food for several days, at the 
same time using a 3 per cent glucose drip by 
rectum. These obstructions frequently clear 
up completely and then we may start the pa- 
tient on the usual treatment. Some workers 
consider such a patient as necessarily surgical, 
but I do not believe so. Of course, if the ob- 
struction is not relieved, then surgery is neces- 
sary. 
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SURGICAL TREATMENT OF GASTRIC 
AND DUODENAL ULCERS.* 


HUGH H. TROUT, M. D., Roanoke, Va. 
Jefferson Hospital. 


In considering the Surgical Treatment of 
Gastric and Duodenal Ulcers, only two facts 
seem to be definitely established in my mind 


at the present time. The first is that we do 
not know the cause of these ulcers, and until 
we do, the proper cure will remain somewhat 
of a mystery, The second is that the surgical 
treatment is only an incident (though often 

*Read before the Roanoke Academy of Medicine at Jefferson 


Hospital, December 5, 1932, as a part of the Symposium on 
Gastric and Duodenal Ulcers. 
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a most important one) in the medical manage- 
ment of these patients. 

The cause of these ulcers has been consi ered 
from the earliest of time, and why the gastric 
juice does not digest the stomach wall has been 
the subject of discussion as long as philosophy 
has been known. Of particular historical in- 
terest to us in America is that Beaumont’s 
chief objective in studying the physiology of 
the stomach through the hole that had een 
so conveniently made in the stomach of Alexius 
St. Martin, was to find the answer to this 
riddle. Of course, many interesting theories 
have been advanced, but the multiplicity of 
the same indicates that the real solution is as 
yet unknown. 

For a long time it has been known that ulcers 
could be easily produced in animals but these 
ulcers tended to rapid healing, and it is ap- 
parently impossible to make such ulcers be- 
come chronic. This would certainly suggest 
that there must be some association between 
ability of the stomach to prevent its wall from 
being digested and the difficulty of making ul- 
cers, which have been produced experimentally, 
take on a chronic stage. 

Certainly all possible focal infections should 
be removed if their removal is practical, and 
this should be done before any extensive opera- 
tion is considered, unless the patient’s condi- 
tion is such as not to permit of delay. It is 
possible that there is some definite relation- 
ship between abscesses of teeth, tonsils, ete., and 
“peptic” ulcers, but, in recent years, many phy- 
sicians and dentists are inclined to give more 
consideration to the proper occlusion of the 
teeth so that the food can be properly prepared. 
than they have been to the theory of associa- 
tion of focal infection and “peptic” ulcers. 
There is every reason for the correction of all 
of these possible associations in every patient 
whether he has a “peptic” ulcer or not. 

During the past few years the belief in the 
theory of association of nervous and psychic 
influences has been gaining ground, and every 
surgeon should give such serious consideration 
in giving post-operative instructions to his pa- 
tients along these lines. 

It has been noticed that the patient who is 
quick, nervous and “temperamental” is more apt 
to develop a post-operative jejunal ulcer than 
the more quiet type. It has been suggested 
that this might be the reason why Berg at 
Mount Sinai unconsciously advocates resection 
of the stomach in preference to the more simple 
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and less dangerous operations, for many of his 
patients are probably of this “nervous” type. 

It has been definitely demonstrated that fre- 
quent small feedings after gastric operations 
are helpful in preventing jejunal ulcers, and 
this fact should also be stressed to patients 
before they leave the hospital after any gas- 
tric operation. 

Of course, there are some acute conditions, 
such as perforation of the ulcer, repeated 
hemorrhage, ete., which preclude the vossibil- 
ity of pre-operative medical care, but, as a 
general rule, these cases should not be operated 
on until some good medical man has deter- 
mined that he needs the assistance of a sur- 
geon, and, even then, the surgeon should be 
certain in his own mind that the operation is 
definitely indicated. I know of no cases that 
are more miserable, or for whom less can be 
done, than those cases on whom ill-advised gas- 
tric surgery has been done. 

Although this is not the place to discuss the 
methods of doing the various types of gastric 
operations, permit me to state briefly what I 
believe to be the indications for certain types 
of procedures. 

Any operator doing this type of work should 
certainly be familiar with the various methods 
of performing the different types of operations, 
and the indications for each of the same. He 
should certainly not allow his enthusiasm for 
one procedure to blind him to the advantages 
of other methods when such are indicated. 

If the lesion is a gastric ulcer, it should be 
excised (preferably with a cautery). It is fre- 
quently necessary to add either a pyloroplasty 
or a short loop posterior gastro-enterostomy to 
the excision of the uleer—this is especially in- 
dicated where there is any obstruction at the 
pylorus. Each case should be an individual, 
separate problem and if the ulcer is larger 
than a twenty-five cent piece the chances are 
that it is a carcinoma and demands a wide 
resection of the stomach. It is needless to add 
that microscopic examinations should be made 
of the ulcer immediately after its removal and 
before anything further is done, so as to de- 
termine the advisability and necessity of re- 
section. One should keep in mind that the 
chance of a carcinoma developing on the 
gastric side of the pylorus is far greater than 
on the duodenal side. For this reason, it is ad- 
visable not to delay too long before advising 
surgical assistance when one has determined 
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by the X-rays the exact location of the ulcer 
to be on the gastric side of the pylorus. 

It is estimated by Maes that “positive radio- 
logic diagnosis varies from 60 to 75 per cent, 
and in 20 to 25 per cent of the remaining cases 
the findings are so strongly suspicious as to 
be almost positive, so that this method, when 
wisely used in combination with clinical obser- 
vation, is obviously the most accurate one at 
our command.” If we are to make any im- 
provement in reducing the mortality in can- 
cer of the stomach, the medical man must turn 
over to the surgeon the suspicious gastric 
ulcer cases which do not respond to intelligent 
treatment early, for a large proportion of such 
cases will turn out to be early malignancies, 
which give the best results after gastric resec- 
tion. 

There is an excellent editorial on the subject 
of Gastric Cancer and Ulcer in the Journal of 
the American Medical Association, November 
26, 1932, page 1,864. To any one interested in 
this academic question of “primary carcino- 
matous ulcer” versus “carcinoma or ulcer,” the 
careful pursual of this article will prove most 
interesting and instructive. 

On a few occasions I have been tempted to 
operate on patients who had actively bleed- 
ing gastric ulcers, and who looked as if they 
were almost dying from loss of blood. How- 
ever, I have never as yet yielded to this tempta- 
tion and I am glad to say none of these cases 
died from the effects of hemorrhage, Most of 
these cases, however, had later some type of 
gastric operation before they obtained relief 
of their symptoms. ‘This experience is some- 
what contrary to that of some physicians who 
seem to believe an active and profuse hemor- 
rhage from a gastric ulcer is the beginning of 
a cure. This might be true, and if it is, I 
feel that these patients are so badly frightened 
that they become willing to accept medical 
treatment more seriously than they did before 
they had such an impressive experience. 

When a gastric ulcer heals the scar is not 
apt to contract enough to produce any obstruc- 
tion at the pylorus, but with an ulcer in the 
duodenum this is not the case, and this is one 
of the reasons why a healed duodenal ulcer 
frequently presents a mechanical problem 
which can only be relieved by surgical assist- 
ance. One cannot rely on the size of the ulcer 
as determined by the X-rays, and use such 
changes as a criterion to judge concerning the 
healing process of the ulcer, for, even if the 
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ulcer heals, there is a deformity left which 
gives very much the same X-ray finding as 
existed while the ulcer was active. The fol- 
lowing are definite indications for surgical as- 
sistance when treating a duodenal ulcer: 

1. When the ulcer or the scar formation 
produces sufficient obstruction to have a 20 
per cent retention of the barium meal in six 
hours. This test should be repeated at least 
twice, with an interval of a month. 

2. Repeated hemorrhages. 

3. Failure of relief of symptoms after suffi- 
cient and intelligent medical treatment. 

4. Economic considerations and living sur- 
roundings. 

The type of operation to be done depends on 
the actual condition of the duodenum and sur- 
rounding structures when the surgeon directly 
examines that locality. Extensive resections 
are not justified in the vast majority of ulcer 
cases, for such a procedure carries with it a 
higher mortality, and equally as good, if not 
better, results can be obtained by less hazard- 
ous methods. 

It is interesting to learn of Walter’s and 
Snell’s explanations of the preference of 
European surgeons for gastric resection, In 
a comparatively recent visit to English and 
Continental Clinics, they were both impressed 
with the frequency of multiple ulcers around 
the pylorus—a condition seldom seen in this 
country, In such cases, it is reasonable to ex- 
pect a resection to be the procedure of choice 
in Europe. 

In the early days of gastric surgery many 
operations were done for almost “microscopical 
ulcers,” as well as a general gastroptosis, and 
these ill-advised attempts at relief brought 
discredit, to a certain extent, on gastric surg- 
ery. 

Of course, the aim of every surgeon is to 
return the organs to as near normal as pos- 
sible, and surgery of the duodenum 1s not an 
exception to the rule. Unfortunately, conditions 
at the pylorus are frequently such that such 
an aim is impossible of accomplishment. When 
such a situation exists, then indirect methods 
of attack must be employed. In other words, 
I believe in some type of plastic operation 
where such is practical. I, personally, natur- 
ally am more familiar with the Finney pyloro- 
plasty, and perhaps am therefore more partial 
to this type of plastic repair. There are, of 


course, many modifications of this type cf 
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operation—all of which are applicable in some 
cases. 

It is interesting to note in visiting various 
clinics the increase in percentage of some type 
of plastic operation on the pylorus and duo- 
denum, Usually such plastic operations per- 
mit removal of the ulcer. Of course, the hief 
advantage of a plastic operation is found in 
the fact that the gastric contents are thrown 
into that portion of the alimentary canal con- 
structed to receive such, and not into the jeju- 
num, which is accustomed to receiving food, 
ete., after it has received bile, pancreatic juice, 
ete., from the duodenum. 

Unfortunately, only a small percentage of 
cases permits of a successful plastic proce ure, 
and in the majority of cases the surgeon is 
forced to do the indirect operation of posterior 
gastro-enterostomy. Fortunately, however, the 
results of this operation are so satisfactory 
that no great harm has resulted. The one seri- 
ous sequela of this procedure is the production 
of jejunal ulcers, and when this occurs, the ex- 
perienced surgeon is taxed to his limit. The 
occasional operator has no business tackling 
such a proposition. 

The two most important methods of prevent- 
ing this occurrence is as follows: 

1. Be sure the opening of the gastro-en- 
terostomy is so placed as to assure the <lilut- 
ing of the gastric contents by the mixing of 
the duodenal contents as early and quickly as 
possible. 

2. Stress on the patient the necessity for 
the continuation of medication and intelligent 
supervision by his physician. The best method 
of doing this is by a well-regulated follow-up 
system to remind the patient of the importance 
of continuation of care for at least several 
years. 

It has been my unpleasant experience to 
operate on two patients, who have had previ- 
ously an anastamosis made between the stomach 
and the lower portion of the ileum instead of 
between the stomach and the jejunum. This is 
mentioned simply to illustrate that even the 
gastro-enterostomy can be grossly abused. 

There is no discussion as regards the advis- 
ability of surgery when a perforation has taken 
place, but there is some question as to whether 
a gastro-enterostomy should be combined with 
closure of the perforation. The location and 
type of the ulcer, the condition of the patient, 
and many other considerations will determine 
the answer to this question in each individual 
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case, but the main point which should be kept 
in mind is to save the life of the patient, and 
not add to the difficulties of his recovery. 

This is not intended as a treatise on the sur- 
gical treatment of gastric and duodenal ulcers, 
but simply a very brief resumé of my own 
personal experience without yielding to the 
temptation to elaborate on any of the many 
interesting problems involved in a discussion 
of such a vast subject. 


THE UNSOCIAL SCHOOL CHILD: IS HE 
THE POTENTIAL DEMENTIA 
PRAECOX? 

HARVIE DrJ. COGHILL, M. D., 


In Collaboration With 
ROSHIER W. MILLER, M. D., 


Richmond, Va. 

Society pays little attention to the unsocial 
individual until his behavior clashes violently 
with accepted standards. Not until then does 
it consider treatment. The following case is 
illustrative : 

John, age 15, was referred to a child guid- 
ance clinic by the public school because of per- 
sistent truancy. He had entered school nine 
years before and his behavior had been ex- 
emplary for eight years, his scholarship excel- 
lent for several years, then good, then fair, 
and, finally, he had lost all interest in school. 
Social investigation revealed that he had al- 
ways been solitary, seclusive, unsocial, no play- 
mates at home or in the neighborhood, and 
never participating in games or other play on 
the school playground. At home he had been 
over-protected by his parents to the extent that 
his mother had accompained him to school each 
day until he was thirteen. 

Examination at the clinic disclosed the fact 
that he had peculiar ideas about himself and 
the world. His phantasy life was abnormal. 
Finally, as he became more and more com- 
municative with the psychiatrist, delusions and 
hallucinations were elicited, also, his intention 
to kill his parents if they continued to cross 
him. Further interviews with the parents re- 
vealed that the boy had made repeated threats 
to kill them; also, he had made up a list of 
other people he was going to slay. His parents 
said they had been afraid to express their be- 
lief that the boy was “crazy.” They consented 
with some trepidation to place him in a mental 
hospital. The clinic’s diagnosis, dementia 
praecox, was confirmed by the hospital. 

The fact of unsocial conduct, or seclusive- 
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ness, in a child’s make-up is of grave impor- 
tance. It is out of such soil that the dread 
disease, dementia praecox (schizophrenia), 
arises. 

The most important work of medical science 
today is learning how to prevent rather than 
how to cure disease. Yet medical literature 
contains a hundred articles on treatment to 
one on prevention. It is in recognition of this 
fact, and with the belief that if diagnosed and 
treated in the pre-school or school age, most 
cases of dementia praecox can be arrested or 
prevented, that we present this paper. 

The condition known as dementia praecox, 
or schizophrenia, was formerly thought to be 
characterized by the presence of delusions, hal- 
lucinations, mannerisms, negativism, etc. It is 
now accepted that there are earlier and more 
fundamental manifestations of the disease (fol- 
lowing the lead of Bleuler). They are certain 
characteristic alterations of thinking and feel- 
ing, and of the relations with the outer world. 
These are really the basic or fundamental 
symptoms, the delusions, hallucinations, etc.. 
being merely accessory manifestations, repre- 
senting adjustive compromises. The basic 
symptoms may appear as much as a decade 
before the delusions, hallucinations, or other 
accessory manifestations. For instance, if the 
case just cited had received clinic study nine 
years before when his unsocial conduct should 
have been noticed, it would have been possible 
to recognize the earliest signs of dementia 
praecox. The child could have been given suit- 
able treatment and probably saved to his par- 
ents and society. 

Formerly, it was thought that dementia 
praecox was incurable, and all that one could 
do was to make a diagnosis and then helplessly 
watch the inevitable deterioration and regres- 
sion to a state resembling idiocy. A similar 
fatalistic attitude towards tuberculosis was 
universally prevalent some years ago, but now 
it is recognized that tuberculosis may be diag- 
nosed in its incipiency, and either “cured” or 
arrested. So also with dementia praecox. The 
phthisic diathesis and underweight in children 
as an aid to the prevention or early diagnosis 
of tuberculosis probably has its analogue in 
unsocial and seclusive traits as an aid to the 
diagnosis and prevention of dementia praecox. 

With the rise of pediatrics, there has de- 
veloped an increasing body of knowledge re- 
garding the early diagnosis of tuberculosis in 
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children which has contributed greatly to the 
success of the anti-tuberculosis movement. It 
is likewise true that because of the spread of 
child guidance clinics, the psychiatrist has had 
greater opportunity to observe children over a 
period of years and accumulate a fund of 
knowledge which has changed our concept of 
dementia praecox. 

Opportunities for observing unsocial chil- 
dren have been afforded the writers of this 
paper during the past eighteen to twenty years, 
by contact with children in private practice, 
in clinics at the Medical College of Virginia 
dispensary, in the juvenile court, and various 
correctional institutions, in sanatoriums, state 
hospitals, and in several child guidance clinics, 
including the Children’s Memorial Clinic, of 
Richmond, Va. 

It seems to us that the unsocial child who 
shows early symptoms of dementia praecox 
may be (1) over-active and obtrusive, or (2) 
under-active and unobstrusive, with some over- 
lapping of symptoms. (In some cases the 
two groups may represent different phases of 
the same process.) The following symptoms 
may typify the first group: 

Incorrigible, beyond all ordinary control; 
cruel to younger children and animals; not in- 
fluenced by punishment; cannot be reasoned 
with; stubborn, ugly-tempered ; seldom makes 
normal contacts; is the object of fear or rid- 
icule in play groups, “goofy,” “sissy,” ete.; 
evades reality by persistent truancy, running 
away from home repeatedly, dodging home 
duties; backward in studies and is thought by 
teachers to be feeble-minded, but does not show 
appreciable retardation when intelligence tests 
are applied—may appear normal or superior 
on such tests. 

The second group is seldom noticed by the 
teachers or others as the child superficially con- 
forms and because of “goodness” is not thought 
to be a problem. The symptoms exhibited 
may be as follows: 

Quiet, solitary, seldom or never taking part 
in play with other children; difficult to know, 
but when he does talk reveals an extraordinary 
phantasy life; lacking energy and appearing 
lazy; the “queer” and “different” child in the 
family, with bizarre ideas and may have a 
morbid interest in sex, religion, and disease; 
spends much time in day-dreaming and other 
escapes from reality; in school pays little or 
no attention to discussions which interest the 
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other children; often makes irrelevant answers 
to questions; may for a time be a brilliant stu- 
dent and cause the teacher and others to think 
he is destined for a great career; may be shy, 
timid, with many fears; may be sly, sneaky, 
and suspicious. 

The case of twin sisters who developed 
dementia praecox may serve to illustrate the 
two groups. The heredity was poor; the home 
offered little security. Polly, the over-active 
twin was difficult to control and frequently 
caused disturbances in the class-room. She 
annoyed the other children and seemed to care 
for no one except her quiet sister, Effie. Doth 
children had superior intelligence, according 
to psychological tests, but Effie received higher 
marks than Polly on scholarship as well as de- 
portment. Shortly after graduation from high 
school Effie had a “nervous breakdown,” at- 
tributed to over-study. Not until she had de- 
veloped delusions, hallucinations, and other 
signs of a frank psychosis was she committed 
to a state hospital. Diagnosis: dementia prae- 
cox. Polly secured a position as stenographer 
at which she worked for a year, then became 
conspicuous for perverted sex activities, lost 
her position and left town. She wandered 
about from place to place for several years, 
meantime regressing in the economic scale. 
Finally, she returned home and caused so much 
friction that her family had her placed in a 
sanitarium for observation. After six months 
observation she was committed to a state hos- 
pital. Diagnosis: dementia praecox. 

The following cases, diagnosed as dementia 
praecox, and committed to institutions, indi- 
cate the lapse of time which may occur be- 
tween first noting basic symptoms and the ap- 
pearance of accessory manifestations: 


yrs. 
Basic Symptoms Accessary Time 


Noted Symptoms Int. 
Case I. E.M. 1916 1926 10 
Case II. B. J. 1919 1927 8 
Case III. R. L. 1925 1933 8 
Case IV. G. W. 1919 1929 10 
Case V. C. H. 1925 1932 7 
Case VI. C. A. 1925 1932 7 
Case VII. P. B. 1931 1933 2 


The only case of this group to receive early ~ 


treatment was Case VII, and there was poor 
cooperation by the parents. In the other six 
cases, a tentative diagnosis of incipient demen- 
tia praecox was made, advice given, but the 
patient apparently received no treatment until 
the symptoms had become so aggravated that 
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the case had developed from a family problem 
to one that concerned the community. 

Out of a group of 160 unsocial children 
studied and treated during a period of one to 
nine years at the Children’s Memorial Clinic, 
six have exhibited accessory symptoms suffi- 
ciently grave to justify institutionalization. 
Three of the six were already presenting some 
accessory symptoms when first examined at the 
clinic. The younger children of the group 
now under treatment seem to respond more 
readily to improvement in their environment 
and management at home, school, and in the 
community. This improvement is most marked 
in cases where there is parental cooperation. 
In some cases, however, unfavorable factors 
are so deep-rooted in the personalities of the 
child’s parents or guardians that treatment is 
exceedingly difficult, and the prognosis not so 
favorable. As yet this study is relatively su- 
perficial, but sufficient data is available to show 
the needs of further study and the value of 
continued treatment over a long period of time. 

As Dr. Stevenson, of the National Commit- 
tee for Mental Hygiene, says, “The study of 
psychoses and their beginnings has revealed 
childhood as the period of hope and preven- 
tion, the period for refinement of the mental 
fabric. Such study has shown the weaknesses 
of this fabric and the opportunities for pre- 
vention.” 

The mounting cost of mental illness is well 
known. The amount spent in prevention is 
infinitesimally small in proportion to the cost 
of hospitalization. One-half the hospital beds 
of the United States are filled with mental 
patients. Forty to fifty per cent of the mental 
patients in such institutions are afflicted with 
dementia praecox. Surely it is high time to 
give impetus to the movement toward early 
diagnosis and treatment of mental disease, 
especially dementia praecox. 

Members of the child’s own family and 
neighborhood associates have the first oppor- 
tunity to discover the unsocial child. Next 
come the family physician, the pediatrician, 
and then the school. The first opportunity for 
a comprehensive survey comes with the child’s 
school experience. There is a need of mental 
hygiene courses for parents and teachers, less 
laxity in the teaching of psychiatry in medical 
colleges, and a wider knowledge of the value 
of preventive measures in mental hygiene as 
well as other fields of medicine. 
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The early diagnosis of mental disease may 
be furthered by referring all unsocial children 
to the nearest psychiatrist or mental hygiene 
clinic which examines and treats children. The 
clinics available in Virginia are as follows: 

Mental Hygiene Clinic, University of Vir- 
ginia. for Charlottesville and vicinity; the 
State Mental Hygiene Clinic, Richmond, avail- 
able to all save the city of Richmond and 
county of Henrico; the Children’s Memorial 
Clinic and the Medical College of Virginia 
Dispensary, which serve the city of Richmond 
and Henrico County. A list of approved 
psychiatrists, neuropsychiatrists, and neurol- 
ogists may be obtained by communicating with 
Dr. William F. Drewry, Director, State Bu- 
reau of Mental Hygiene, 11 South 12th Street, 
Richmond, Va. 
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MEDICAL AND SURGICAL 
REMINISCENCES.* 


E. W. P. DOWNING, M. D., Franktown, Va. 


FOREWORD 
The author of the following article is a gentle- 
man whose experience in general practice extends 
over a period of many years. His activity of 
mind, activity in his daily visitation to patients, and 
his application of art in practice serves as a stimulus 
to all who know him. In the early days of his prac- 


*Read before the Northampton County Medical Society, at 
Eastville, Va., April 5, 1933. 
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tice, difficulties were presented which would now 
seem insurmountable. The germ theory was in its 
infancy, antisepsis was crude, anaesthesia was still 
limited in its application. Travel was very diffi- 
cult, there being times when a two-wheel sulky could 
scarcely be gotten over the roads. Hospitalization 
was well-nigh impossible, the more so in Northamp- 
ton County, because of its isolation from the “West- 
ern Shore.” 

It seems remarkable to me that a man practicing 
in those days should have had the foresight to apply 
principles which are on the whole even today modern. 
Some of his readers will undoubtedly disagree with 
certan points of that practice The paper is pre- 
sented, however, in the true spirit of the scientist, 
putting down truth of what was done without fear 
or favor. 

6. B. 


Removed left testicle from William Stakes 
Nedab, Belle Haven, as large as a large fist. We 
supposed it tubercular. Result perfect and 
permanent. 

Bow legs: Operated on a case of bow legs 
and boiled my chisel and knife in a towel and 
gashed the skin and placed the chisel in the 
cut on the outside of thigh parallel with the 
long axis and drove it down to the bone with 
a boiled lead mallet. I then turned it cross- 


wise the bone and cut two-third through it. I 
then straightened the bone and put on plaster 


splint. Next day fever was 104. I went home 
wondering how soon I would have a corpse. 
The day following she developed a case of 
measles. She has good normal legs now. 

Mrs, P. T. had Bright’s, curdled to top of 
urine like clabber; she was restless, moving 
from sofa to chair and to bed in rapid succes- 
sion and, besides palpitation, had asthma so as 
to preclude sleep. She was immensely swollen 
with a general dropsy. I gave Da Costa’s 
heart stimulant to relax the capillaries so as 
to relieve asthma by allowing the capillaries of 
the lungs to take in oxygen and cast off carbon 
dioxide. I then ordered a warm bath with 
soda and after a rub down she went to sleep. 
We then gave her benzoic acid and borax mix- 
ture and milk diet. She steadily improved and 
in three weeks was entirely well. She had 
valvular heart disease like her mother and 
when the dropsy went down she was a pitiful 
object. Her skin hung in folds about her arms, 
and her face was wrinkly and thin. She re- 
marked that if I would give her something to 
plump her up she would ask no other favor of 
me. In three months she was fat, rosy, and 
healthy. She remarked after she recovered 
that she was going to die like her mother in a 
thunder storm of fright. Ten years later she 
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died during a terrible thunder storm. She was 
well up to that night as far as symptoms vy ere 
concerned. 

N. B. had a son with Bright’s. He was very 
dropsical as well. He had measles and re- 
mained well ever after. 

Aunt M. Y. had Bright’s and dropsy when 
twenty-four and lived to eighty-three. She died 
of other causes. I remembered her one rule of 
health which was not to eat unless you really 
wanted to and she practiced it especially when 
sick. 

Another case, M. S., was like the first as far 
as coagulating to the top and dropsy were con- 
cerned, but her heart was sound. She was 
very near death indeed. Suspecting syphilis, 
I gave mixed treatment and straightway she 
recovered and is now living and well. Really 
I find syphilis quite prevalent and even find 
cases with a negative Wassermann. One or two 
cases gave three straight negatives before a full 
three or four plus. 

Dr. Hyslop and I operated on L. H. for 
fissure. It was a typical one, posterior to anus, 
slick, shiny, three-fourths inch deep, by inch 
long. His main complaint was hemorrhage 
and he was exsanguinated. We put him to 
sleep and dilated the sphincter, tearing the 
fissure deeply. He resumed work next day 
and so continued without pain or hemorrhage. 
In connection with this rectal work, I may 
mention that I’ve gotten great satisfaction 
from boiling a large urethral sound and ap- 
plying that to internal hemorrhoids through a 
large Kelly Sphincteroscope, just taking the 
sound out of the hot water and applying with 
gentle pressure to the hemorrhoid. Bleeding 
hemorrhoids I have never tried with sounds 
but used clamp and cautery. I found one rec- 
tum whose walis were covered with polypi, 
an inch long like spaghetti. They gave much 
trouble; so I burned them off gently and care- 
fully as the whole rectum contained them and 
got good and permanent results. 

While I was removing a three-pound tumor 
from the inner side of a woman’s right thigh 
and slipping over to her next door neighbor 
and cutting out and packing a fistula-in-ano, 
I received a message to hurry to a Mr. B. who 
had fainted in church from rectal hemorrhage 
and, finding the hemorrhage checked, I made 
a date for the following day and found a 
fibroid the size of a hulled walnut and pedun- 
culated. It bled very freely on the least touch. 
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I threw a double silver wire loop over it and 
twisted it till it turned blue and then bent the 
wire and stuck it in the tumor. It came away 
on the eleventh day with the wire. He had 
been suffering since his seventh year and now 
he was over sixty. Perfectly well since. 

A man at Exmore had what he called piles. 
He had had them several years. He claimed 
his doctor said he was suffering from fistula 
and that he would have to operate. I examined 
him and found a large nail across the anus and 
buried in the tissues at both ends. I offered to 
remove it but he claimed he preferred to keep 
it. It eventually produced abscesses and : 
fistula and killed him. Professor Erich had a 
patient die from a beef bone across the anus. 
Isaw an old man in extremis from raisin stems. 
They were removed and he recovered with mar- 
velous rapidity. 

I remember an old negro who ate water- 
melons, spat out the juice and swallowed the 
rest in order to cure the dysentery by scraping 
out the mucus. Well, he got blocked up with 
seed. When I drove up I thought he was dead. 
There were four turkey buzzards sitting on the 
roof and more circling around. The old man 
was standing with his head against the wall 
bent over and said he had not been abed for 
two days or more. After removing a half 
gallon or more of seed, he was comfortable, but 
I gave him three purgative pills to take at 
regular intervals and when I returned two 
days later he was coming to the landing with 
a basket of trout and gave me half dozen of 
them. I have had several similar cases and 
some cherry seed, but I think persimmon seed 
cases are rare, though my father had one. 

I have found quite a number of intra-uterine 
fibroids, mostly the size of plums, which so far 
I removed successfully by twisting them out 
with strong clamp forceps. I removed from 
Mary Stevens a very hard round fibroid the 
size of an orange, post partum, after a child of 
seven months, with obstetrical forceps. She 
had high fever and rapid pulse before I de- 
livered it and hung between life and death for 
two or three days afterwards. Eventually she 
completely recovered. In these small tumors 
hemorrhage was the prominent symptom. 

The subject of cancer is a large one and 
with us the battle was almost hopeless. I gave 
chloroform and Dr. Floyd removed a cancer 
from the breast of Adah Collins. She had no 
return. Dr. Kelly removed one for one of my 
patients which was a permanent cure. I have 
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cured many face cancers with Marsdin’s paste. 
The majority of other cancers sank rapidly to 
death. And some of these cases were very sad 
indeed. 

I now burn them out with high frequency 
and radium. I have one that radium was used 
on at the hospital here and she is still free and 
also one removed by knife with no return. [ 
have seen only a few bone sarcomas and of 
course they were fatal. Dr. William L. Clark 
checked one on the left arm for ten or twelve 
years with radium but it returned fatally. 

Empyemas: I have removed part of a ri) 
and placed in drainage tubes three times for 
emypema and opened up between the ribs sev- 
eral more times for the same; all successfully. 

I’ve opened up behind the uterus through the 
vagina several times for abscesses, tubercular 
peritonitis and ectopic pregnancy, all success- 
fully. In opening up in an infected ectopic 
about the left ovary in a patient nearly mori- 
bund, I had such a gush of foul smelling bloody 
water as to really startle me, but got out quite 
a lot of blood clots and packed loosely with 
5 per cent iodoform gauze. She rallied very 
nicely and recovered. A tubercular case was 
seen with Dr. Trower at Eastville and im- 
proved very nicely after operating. How she 
is now I do not know. 

To change a little from the subject. I’m sure 
we have all noticed old cases of cervical trou- 
ble, endo-cervicitis, and so on, cured by apply- 
ing cautery quite vigorously? to the cervix. 
I’ve used cautery and high frequency with good 
results. I've noticed that high frequency will 
sometimes cure face cancers when radium has 
apparently failed. 

C.J. Appendiceal abscess: Opened abscess 
and inserted two rubber tubes and sewed them 
in. We have had this operation to perform 
several times and always successfully. 

C. J.’s daughter had caries of bone of leg. 
This child, eight years old, had caries of tibia. 
Operated on tibia, removing three-fourth of 
bone, leaving a strip down the back and put on 
splint. Complete recovery. 

Colored girl shot through heart, 32 bullet. 
Cut it out of back after it abscessed several 
days later. Good recovery. 

If you can help it, never attempt to deliver a 
baby unless the mouth of the womb is thor- 
oughly dilated beforehand. Dr. Murat Willis 
reminded us of this and I fully agree with him. 

Mrs. N. C. after a miscarriage had an infec- 
tion with pelvic abscess in Douglas’ cul-de-sac. 
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She was seriously ill when I saw her. I opened 
her behind the uterus and packed with iodo- 
form gauze, and recovery followed with no 
complications. 

I gave iodide of potash to Mrs. W. C. and 
finally relieved ovarian pains permanently. 


In podalic version baby is often asphyxiated 
and ofttimes in other cases too. I wish to state, 
do not give up. Keep on with artificial breath- 
ing, warm water to keep heat up. and a cold 
rag on face once in a while or a slap on the 
back with it to arouse the baby, but don’t for- 
get to keep his temperature up. 


M. S. had a very bad case of varicose veins 
of legs and they kept her continually knocked 
out with ulcers and hemorrhages. She was in 
bed with hemorrhages from a broken vein so 
I remarked that she was of no use at all and 
if she would let me tie her veins with catgut 
I would do so. I started at upper part of thigh 
with the saphenous, put in cocaine, cracked skin 
with knife and passed a needle under the vein 
and tied it. I went around at intervals down 
to the instep on both legs. It did not take 


long’ nor cause much pain and the result was 
perfect. 


We can now use procaine which is 
much better. 

George Upshur’s wife, Ella, had a very hard 
fibroid in the roof of her mouth so that she 
could not close it. She was put to sleep and 
the fibroid split in halves and shelled out with 
fingers very easily. Living and ninety years 
of age. 

When I came home from college, typhoid 
was very prevalent and severe. The medical 
books of the day, Bristowe and others, had 
nothing adequate to meet the pathology. I 
asked my father what to do and he said, 
“don't let them get weak, feed them from the 
beginning. Put a pitcher of milk toddy in the 
chair and one of eggnog under the bed and 
give it to them.” I did so and lost my negro 
playmate and several others. I was in a quan- 
dary. I piled all the medical journals I could 
get together in a room upstairs and read every- 
thing on typhoid. I found three classes who 
had good success with a very large number of 
cases. The cold bath of Brandt with 1,225 cases 
and twenty-five deaths, the purgative or Wood- 
bridge treatment with 991 cases and small loss; 
and the antiseptic method. This gave me great 
freedom for action; so I bathed, gave salts, 
benzoic acid and borax mixture, and a reason- 
able diet. Charles E. Page, of Boston, gave 
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no food during fever, quite the opposite of my 
father. 

This reduced my mortality to about 2 per 
cent and changed the aspect of the cases. ‘ihey 
rested, were not delirious, etc., nor very tym- 
panitie. 

Harry Mapp: Dr. Hyslop attended Harry 
Mapp and stated that he had typhoid fever 
so bad that his glands were all rotted out and 
that he could not have it any more. The fol- 
lowing summer [ attended him and had Dr. 
George Lecato as consultant. He was a very 
lucky man with typhoid. Harry was immense- 
ly tympanitic and I wished to give salts and 
antiseptics but the doctor said we would get 
no results and might have perforation or 
hemorrhage and besides he had a pulse of 120 
and that he had never seen one recover who 
had a pulse that fast. He died three days 
later. 

Out of my six hundred or more cases | will 
give one more example. 

Now I had made up my mind that toxemia 
and ulceration were the main enemies to fight. 
Toxins could be swept out through the kidneys 
and the ulceration could be combated by salts, 
calomel, antiseptics, and a moderate suitable 
diet, like raw eggs, lemonade, orange juice, 
soups strained and well salted and peppered. 

Hallie M., aged sixteen, white. Here we 
have a beautiful girl with a temperature rap- 
idly rising to 108 in spite of a cold bath in ice 
water, snow being put in a huge bath tub full 
of cold water and four nurses to rub her while 
lying in the water for a full half hour and 
repeated every hour. Her pulse was 162 and 
respirations 68. Remembering Dr. George 
Lecato’s assertion that he had never seen a 
case recover with a pulse over 120 and also 
thinking of Harry Mapp I was at my wit’ 
end. She had rales in both lungs and pneu- 
monia and was extremely tympanitic. [| 
thought I would get her free from the gas on 
her stomach or tympanites and, incidentally. 
of some waste and sources of infection; so | 
ordered two grains of calomel every two 
hours for six doses and one dose of two heap- 
ing tablespoonfuls of salts and told Mir 
erva to save each action separately. She saved 
all six of them. They looked like mother of 
vinegar, bloody water of horrible odor, and lit- 
tle flecks like very small pieces of flesh near 
of a size floating in the last three. The last 
one was wine-colored water. She now had a 
pulse of 127 and a respiration of 45 and her 
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temperature was 100 and she seemed to feel 
better and, the morning following the medi- 
cine, her pulse was better and stronger. She 
rested better and needed no baths for two whole 
days. Then we got into the same state of af- 
fairs again. We repeated the salts with the 
same results. For three days we needed no 
water and were up against it again and an- 
other dose of salts relieved us for four days but 
this time the baths kept the fever in control 
and she gradually went on to recovery. 

George Webb had a lot of children with 
typhoid with high fevers and much bathing. 
I had Mr. Thomas Upshur for a nurse and he 
was a very intelligent man. Desiring to go 
to New York to study medicine, I put up a 
large number of capsules 00 size filled with 
salt and ordered one four times a day. This 
put them drinking and down went their fevers 
and I went on to New York, leaving them in 
Mr. Upshur’s care, 

Gonorrheal rheumatism: I opened knee 
of Lee Moses and let out a quantity of green- 
ish pus. He recovered with a little stiffness 
for a while. 

Woman at Shadyside had gonorrheal rheu- 
matism in left knee. Had great swelling and 
horrible pains. Reading that gonococci were 
readily killed by high temperatures, I had her 
husband apply large Turkish towels wrung out 
of hot water as dry as possible from hip to 
foot from six to nine p. m. The pains sub- 
sided immediately, the swelling gradually sub- 
sided, and in a few days she was perfectly and 
permanently well. 

I cut a floating cartilage out of the right 
knee of W. M., bandaged it and kept him quiet 
a few days and had no trouble since. 

Fred M.'s wife, Belle Haven: One night 
when it was raining and blowing as hard as I 
ever saw it and the rain whipping the window 
panes in heavy flaws, I was called in an urgent 
hurry to see a confinement case. Two doctors 
were resting after a hard pull on the head with 
forceps. One had, as was his custom, retired 
to a quiet bedroom and seated himself in a 
comfortable rocking chair to smoke cigarettes 
and meditate. I examined her and finding an 
occipito-anterior and head well down and about 
to be delivered, I returned quickly to the bed- 
room and recommended the immediate applica- 
tion of the forceps by himself. He hesitated 
and tried hard to force the job on me but on 
my persisting he, being a gentleman by nature 
and breeding, consented and delivered very 
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gently, skillfully and easily. The trouble was 
they applied forceps before the head had time 
to rotate, 

B. R. Ocipito-posterior in a large. short 
woman. Three doctors and one trained nurse 
worked hard, honestly and carefully for two 
hours and a half without results except frac- 
turing child’s skull and bruising it so as to 
‘ause three abscesses on his head. (They were 
opened and the child grew to be a handsome 
normal man.) The child was quickly and 
easily delivered by pressing the handles well 
back and the blades up until they would lock 
readily and easily; then, when traction was 
applied, the occiput swept forward along the 
sacrum and was easily delivered. 

I was called eleven miles one very bitterly 
cold night; the snow lay softly on the thin ice 
of the many mudholes and no four-wheeled 
buggy could make any headway on account of 
the cold wind freezing wet snow on the rims 
and spokes. I drove Daisy to a high wheeled 
trotting sulky. Capt. E.’s wife was having fits 
or eclamptic convulsions with her first baby. 
Next morning it had frozen harder and driving 
was better so we melted the ice off the wheels 
with hammers and hot water and drove home 
a little more easily. The next night I thought 
was the coldest T had ever experienced. I had 
a call five miles. I drove Daisy to a buggy 
and had trouble with twin girls and the mother 
also. One twin got chin locked on the other 
one in such a way that there was no progress; 
so I turned and delivered one and the other 
soon followed. I then removed the after-birth 
which was on the way. I had two napkins 
soaking in a glass of boiled vinegar on the 
floor. I went to the open fire place. which was 
roaring, to warm up if possible. While I was 
scorching one side and freezing the other, she 
‘alled out that she wanted a glass of cold 
water. I gave it to her and immediately she 
asked for another. I gave her that. Then she 
said all was dark and that she couldn't see. 
I rushed to the bed and placing my hand on 
her stomach found it was as large as ever. I 
pressed on it and a gush of blood followed 
such as I have never seen before or since. She 
swooned pulseless in a cold sweat. I grabbed 
my two napkins and passing them quickly to 
the inside of womb I pressed down with the 
other hand and pressed the womb down on the 
inner hand and napkin till it shut down in a 
hard ball. I left the napkins and covered up 
and warmed up my unconscious patient. I re- 
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moved the napkins next day. Mother and 
twins did well. 

Clara Jacob: When I began practice I had 
a patient, a large powerful negress, who de- 
livered an eight-pound baby, back first. The 
baby was dead. They say that sometimes the 
head stays over the brim and the hand and 
shoulder are followed by the back and hips 
and last of all the head. 

The biggest baby I ever saw was seventeen 
and one-fourth pounds, a girl, Mary Daughty, 
Hog Island. 

Diphtheria: We have all noticed the treach- 
erousness of diphtheritic paralysis. I took a 
pretty little girl’s temperature and pulse and 
they were normal. She was standing in the 
middle of the bedroom. She drank a glass of 
milk. I asked her how she felt and she said, 
“All right.” I said, “Does the milk hurt your 
throat when you drink it?” She answered, 
“No.” I rede to Birds Nest to get antitoxin 
and when I returned half hour later she was 
dead. 

The eight-year-old boy of Colbert Curtis was 
given 5,000 units antitoxin and promptly re- 
covered. Four days later his involuntary res- 
piratory nerves were paralyzed and he could 
not breathe and sleep at the same time. He 
was perfectly well in every other way, played. 
romped very actively and happily, but he died 
on the fourth day in his sleep without any pain 
or suffering. 

I’ve had one or two more like this. I read 
in newspapers about a girl of sixteen who was 
sent to a hospital and artificial respiration per- 
formed for five or six days, for five or six hours 
at night, and recovered. 

Cervices: I’ve seen many cases of stenosed 
cervices, some even in multiparae. Some caused 
severe symptoms, they were incised, dilated 
and intrauterine pessaries inserted. Saw one 
or two cases of lacerated retroverted uteri that 
caused constipation, indigestion, and nervous 
symptoms of grave character. Repaired cervix 
reduced; put in a pessary and a stem pessary. 
Now they are normal women. 

I've cured a few cases of incontinence or drip- 
ping of urine in women, by simply dilating the 
urethra with sounds. Results were satisfactory 
to patients as they could not wear any drawers 
or go in society. In two or three cases of ab- 
scess of floor of urethra, I cut floor of abscess 
so it would not bag or hold any urine when 
patient was standing. 

L. T.’s wife, Esther, was interesting in that 
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uterus stayed retroverted except during preg. 
nancy. She is the mother of nine children, 

Three cases of poisoning by bichloride. F. F, 
took three tablets while drunk through mistake 
for headache tablets. I gave bread soda. milk 
and filled him so full of soap water that he 
vomited a stove full of soap suds. He re. 
covered. 

Girl at Willis Wharf took three tablets but 
she had a wise mother who sent for everybody 
and gave her plenty to drink and by running 
her fingers down her throat caused her to vomit 
and repeated until the water was clear and free 
of any blue dye. 

I was the first doctor to arrive and gave her 
bread soda water and told her to drink water 
and milk and that she would get all right. 
She recovered. 


T. B. I dropped a blue coffin-shaped tablet 
of bichloride in a dry cuspidor. <A five-vear- 
old boy picked it up and swallowed it very 
quickly for candy. I gave him soda water 
and soap water and, greasing a feather, tickled 
his throat, and produced vomiting. I repeated 
till clear of dye. He recovered. 

Baby girl of fifteen months reached in a 
granny woman’s antiseptic basin and ate her 
white bichloride tablet which she heard drop 
in the basin. The nurse, not perceiving, bathed 
her obstetric patient with pure warm water. 
The child was taken very ill hours later and 
died within twenty-four hours. 

Space of Retzius: I have had two cases of 
abscess of the space of Retzius. The first was 
infection from a tonsillitis and was operated 
by Howard A. Kelly successfuly and the see- 
ond a much worse one by myself. It was opened 
and packed under local anaesthesia and 
promptly and fully recovered. 

Angiomas: I’ve treated by subcutaneous 
ligatures very successfully and also by apply- 
ing sounds taken out of boiling water. 

Burns: Mopping extensive burns freely with 
normal salt solution when the patient had high 
fever and was restless seemed to be of service 
in some desperate cases. Scraping granula- 
tions off and scattering fine dead skin or very 
small pieces of live skin has seemed to save 
searring and hasten healing. One case I re- 
member was that of a child who was nearly 
white and the father very black. The girl's 
back was covered with black spots an inch and 
a half in diameter, her daddy’s skin. He was 
the only available donor. 
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HIGH BLOOD PRESSURE: ITS CAUSES, 
SYMPTOMS, AND PRINCIPLES OF 
TREATMENT.* 

D. G. CHAPMAN, M. D., Richmond, Va. 

It is the purpose of this paper to point out 
some of the observations made by various in- 
yestigators, and to classify hypertensive indi- 
viduals so that some of their complexities may 
be clarified, which may help not only in ren- 
dering a more accurate prognosis of this dis- 

ease. but also in its treatment. 


Normat Brioop Pressure 

What is normal blood pressure? What are 
its daily variations and the most common fac- 
tors that influence them? 

Insurance figures are unreliable in deter- 
mining normal blood pressures, because they 
are of a selected group and the average blood 
pressure of those accepted is between 100 and 
140. Alvarez in a study of fifteen thousand 
college freshmen found that the younger stu- 
dents reacted to excitement with an elevation 
of blood pressure, whereas the older students 
did not. Similar observations were made by 
him on six thousand prisoners and four hun- 
dred prison guards. The pressures were much 
higher in the guards than in the prisoners, 
and higher in those convicted for first degree 
murder than in those sentenced for minor 
crimes. He concludes that normal pressures 
range from 90 to 140, if the average of all 
classes of people is considered. He further 
states that age does not influence normal blood 
pressure, and that a pressure of 115 mm. is 
just as normal and a pressure of 140 mm. just 
as abnormal in an old man as in a young 
man, 

George M. Saunders, in a study of blood 
pressure in Yucatecans gives the following 
table : 


AVERAGE Systo.tic BLoop Pressure AccorpING To Various AUTHORS 


VIRGINIA MEDICAL MONTHLY 477 


It has been shown by several investigators 
that the diastolic blood pressure rises a few 
years before the systolic. The pulse pressure 
(i. e., the difference between the systolic and 
the diastolic pressure) decreases between the 
ages of twenty-seven and forty-seven, which 
may explain some of the loss of circulatory 
efficiency during middle age. 

Daily and monthly variations in blood pres- 
sure as studied by Brown, Mueller and Aymon 
show many interesting facts. There is a rise 
in blood pressure as the day progresses, with 
three definite rises during the day after each 
meal. In the early afternoon the pressure be- 
gins to rise, and by early evening it has reached 
its highest peak. During the first two hours 
of sleep there is a marked fall in blood pres- 
sure and by 4 A. M. it has reached its minimum 
in normal persons, but in hypertensive people 
the minimum is reached at 3 A. M. The blood 
pressure is lower in summer than in winter. 
and the minimum is during the months of 
August and September. 

Perkins in a study of 801 cases of apoplexy 
admitted to Kings County Hospital during 
five years found that the number admitted was 
least in July, August, and September, and 
greatest in January. 

It is interesting to note that there is a 
week-end variation, as on Saturdays, Sundays 
and Mondays the highest pressures are recorded 
and they do not reach a minimum daily varia- 
tion until Tuesday or Wednesday. There is ¢ 
daily variation in systolic pressure of a nor- 
mal person from 15 to 65 mm., with an aver- 
age variation of 36.5 mm. In hypertensive in- 
dividuals there is a daily variation from 25 
to 120 mm. Many similar observations have 
been recorded between these two extremes. 


Aymon has shown that the diastolic varia- 


Ages Sex 
15-60 | Both..... 
Symonds......... 15- 
Ashford.......... Puerto Rico... 15- 
Torgerson........ Puerto Rico... All Both... 
Chamberlain... ... Philippines. . . 13-30 | 
over 
Saunders......... Yucatan...... 15- Both:..... 


Race No. of Cases Systolic Diastolic 
64,574 173 80.0 
150,419 127.6 83.5 
100 120.2 73.8 
Yucatecan.... 1,066 119.9 Bs 


*From the Medical Department, St. Elizabeth’s Hospital, Richmond, Va. 
Read before the staff meeting of St. Elizabeth’s Hospital, Richmond, Va., January 20, 1933. 
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tion in essential hypertension is almost paral- 
lel to the systolic variation. He gives the fol- 
lowing variations in three groups of cases: 


Average Diastolic 
Variation on First 
Visit 


1. Those with blood pressure above 200. 37.5 mm. 


The minimum variation was 5 mm., the 
maximum 66, and the average 30. The same 
group studied after rest in a quiet room shows 
a minimum of 8 mm., maximum of 70, aver- 
age 37. 

Group 1—Diastolic variation 43.5. 

Group 2—Diastolic variation 37.5. 

Group 3—Diastolic variation 30. 

Korns and Guinand in studying the blood 
pressure taken simultaneously in both arms of 
one thousand healthy persons, whose average 
age was twenty years, found a great difference 
which was not explained. In 19.3 per cent 
of the cases they observed the pressure was 
greater in the right arm; in 2.9 per cent the 
pressure was greater in the left arm. In 12.7 
per cent the minimum diastolic pressure was 
greater in the right arm; in 9 per cent it was 
greater in the left arm. In most instances the 
differences were greater than 11 mm. of mer- 
eury. Of 439 instances of inequalities in’ 378 
individuals, three-fourths of the high pressures 
were noted in the right arm. Inequalities in 
pulse pressures were found in 274, the average 
being 14.3 per cent, with a maximum of 38 in 
the right arm. These inequalities are most often 
transitory; if permanent they may be organic. 


Causes or 


Lovers of the cup that cheers will most 
likely rejoice to know that there is not suffi- 
cient evidence to place alcohol among the chief 
etiological factors of hypertension. Tobacco, 
tea, and coffee may likewise be excluded. Dis- 
sipation and diet have practically no influence. 
Leanness and fatness have a definite influence, 
but seldom until after the age of thirty-seven 
years. Many diseases predispose to arterio- 
sclerosis and hypertension, e. g., nephritis, di- 
abetes, and myxedema. Heredity and infec- 
tion are undisputed causes. 

Chemical factors are thought by many to 
be of first importance. In physiological chem- 
istry are hidden many, if not all, of the secrets 
of this disease. There we find many known 
physiological hypertonic and hypotonic sub- 
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stances, but considerably more of the | \tter, 
Among the first to be discoyered was adrenalin 
which led to the adrenalin theory of Nevsser 
in 1898 which is in itself of little scientific 
importance, though tumors secreting adrenalin 
may cause hypertension, 

There are certain common factors that in- 
fluence blood pressure. Regular daily work, 
monotony, and a self-satisfied disposition are 
the best stabilizers for one’s millimeters of 
mercury. The people who live in a warm cli- 
mate have a lower average blood pressure than 
those in a cold climate. The Chinese, Japa- 
nese and Mexicans seldom have high |lood 
pressure, and do not show an increase in |lood 
pressure with an increase in age, as do white 
Americans, and especially the American negro, 
Daily happenings with stress, strain and emo- 
tional upsets have their influence. Vacations 
and week-ends are thought to be of great 
benefit to one’s mental and physical welfare, 
but it should be borne in mind that it is during 
these periods that the blood pressure is high- 
est. The sympathetic nervous system and its 
degree of response is the most important fac- 
tor in determining the variations of one’s blood 
pressure. The patient’s age, the number of 
visits, the intra-pulmonary pressure and _ the 
conditions under which it is recorded all 
markedly influence the pressure. 

Hines and Brown have devised a method for 
measuring vasomotor reaction to various stim- 
uli, by placing the subject at rest for twenty 
minutes and establishing a base line for his 
blood pressure. They have found that all sub- 
jects react with a rise of blood pressure when 
their hands are in ice water above the wrist. 
They have studied many subjects and in a 
preliminary report divide them into the fol- 
lowing groups with these results: 


AveRAGE RIsE 
A OF PRESSURE 

ge, 
years 


Systolic | Diastolic 


Normal subjects 
Other diseases without 
hypertension 
Potential hypertension. . 
Hypertension 
Pre-organic types..... 
Organic types 
Arteriosclerosis 
Without hypertension. 
With hypertension.... 
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They believe that the group which they have 
termed “potential hypertension,” or prehyper- 
tension will develop hypertension. 

In a still more recent report they have given 
the effects of unilateral and bilateral resection 
of the major and minor splanchnic nerves in 
man. By this operation they have definitely 
influenced the blood pressure and especially 
modifed the vasomotor response to various 
stimuli. 

There are many factors that are sometimes 
thought materially to influence blood pressure, 
but which in reality have little effect. Hyper- 
tension is no more frequent in the short- 
necked, stocky type of person than in the tall, 
long-chested type. Alcohol, tobacco, tea, and 
coffee have little effect. In drug addiction 
there is a much greater tendency to hyper- 
tension. A syphilitic has a tendency to main- 
tain a youthful blood pressure after the age 
of forty. 

The hypertensive patient and his family are 
interested in his own case and not in statistics. 
The patient wants to know if his pressure can 
be reduced, or if he will die suddenly of 
apoplexy or be paralyzed. 


CLASSIFICATION AND SyMPTOMS OF 
Hypertension 

In a disease in which the pathological proc- 
esses may be dormant and chronic, slow and 
progressive, or rapid and destructive, it is 
necessary to classify them accordingly. There- 
fore, a convenient classification is to divide 
hypertension into three groups: benign, severe 
benign, and malignant. In the benign type 
there is increased tonicity in the arterial sys- 
tem. especially in the arterioles, with slight 
hypertrophy of the medial musculature. In 
the severe benign, there is fatigue of the muscu- 
lature of the vessels which, because of produc- 
tion of certain chemical substances, leads to 
more irritability, more spasticity, and more 
fatigue—thus a vicious circle. This causes 
degeneration and replacement by fibrous tissue 
and finally sclerosis. 

In benign cases there is a history of hyper- 
tension for varying lengths of time. The pa- 
tent has many symptoms but only one sign 
of hypertension and that is an elevation of 
blood pressure. The common symptoms are 
those described by O’Hare. Detailed studies 
of the cardio-renal-vascular systems, as well 
as of the retina, fail to show impairment. The 
activity of these individuals is not impaired. 
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Severe benign hypertension is most fre- 
quently seen in those who have had the simple 
benign type for a number of years. They 
have de‘nite clinical signs and symptoms of 
hypertension and as the years advance, more 
rest is needed for them to carry on their daily 
activities. They show pathological changes in 
varying degrees, An occasional retinitis de- 
velops, which soon subsides. There may be 
retinitis with hemorrhage and a small amount 
of exudate which also subsides, and by careful 
ophthalmoscopic examinations these changes 
can be accurately followed. The heart, kid- 
neys, and vascular system likewise eventually 
show changes. The rapidity of these changes 
will determine if this type of hypertension will 
become malignant. 

Malignant hypertension includes an impor- 
tant though small group of cases with an ex- 
cessive hypertension which runs a rapid and 
fatal course. Various terms have been em- 
ployed to define this condition. Those most 
often used are malignant hypertension, malig- 
nant renal sclerosis of Fahr, genuine con- 
tracted kidney, and chronic interstitial nephri- 
tis. Volhard and Fahr in 1914 first used the 
term malignant hypertension and accurately 
described its course. Keith, Wagener and 
Kernohan in 1924 applied the term malignant 
hypertension to a condition characterized by 
persistent hypertension, a progressive disease 
with a fatal termination, with absence of 
anemia, with slight or no renal failure until 
later in the disease, accompanied by cardiac 
hypertrophy, characteristic destructive retinal 
changes, and a generalized arterial involve- 
ment. Clinically, this disease is more severe in 
every respect than the benign type, and is 
characterized by severe headaches, progressive 
loss of vision and weight, nausea, vomiting, 
excessive hypertension, and functional failure 
of essential organs. 


ProGnNosis 


The most important factors in arriving at a 
prognosis is the proper classification and care- 
ful observation of the pathological changes. 
The systolic and diastolic pressures are not 
very important factors unless the pressure is 
fixed and cannot be varied by rest and tests, 
such as the nitrite test. The age is of minor 
importance, but life expectancy is always de- 
creased. The etiological factors are of great 
importance in determining the prognosis. Hy- 
pertension in such diseases as nephritis, dia- 
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betes with marked cardiac hypertrophy, 
typhoid, and rheumatism, offers a poor prog- 
nosis; but if the hypertension is caused by 
prostatic obstruction, pregnancy, or certain 
toxic conditions, the prognosis is much bettter. 
The most important factor is the amount of 
permanent, irreparable arterial sclerosis, es- 
pecially of the eyes, heart, and_ kidneys. 
Ophthalmoscopic examinations should be made 
frequently. Electrocardiograms are useful, but 
are of less importance. The proper study of 
the kidneys, including blood urea, phenolsul- 
phonephthalein test, Mosenthal test, and rou- 
tine urinalysis, is essential. Casts and albu- 
min alone may have litle significance. Falling 
blood pressure is frequently an ominous sign 
in hypertensives. This is generally due to con- 
gestive heart failure, coronary thrombosis, 
cerebral arteriosclerosis, or severe uremia. 
Symptoms of grave significance are dyspnea, 
a late symptom of heart failure; nocturia, a 
late symptom of renal insufficiency; vertigo, a 
late symptom of cerebral sclerosis. 

Allbutt said, “To distinguish in a particular 
case between essential hypertension in its early 
stages and neurasthenia may be a matter of 
some difficulty.” O’Hare noted the following 
symptoms in cases of essential hypertension: 
vasomotor symptoms, flushing, blushing, cold, 
sweaty and cyanotic hands; frequent epis- 
taxis; abnormal menstrual flow; migraine; 
dizzy spells; and a type of personality char- 
acterized by morbid sensitiveness and a high 
strung temperament. These are the symptoms 
that occur most frequently years before hyper- 
tension develops. The psychic nature of these 
symptoms and the fact that Aymon and Pratt 
have relieved 82 per cent of this type of in- 
dividual by removal of environmental difficul- 
ties or by adjusting them and by the use of 
sedatives and suggestion lead us to believe 
that this is the place to begin treatment for 
certain types of hypertension. It is believed 
that coronary thrombosis and many of the other 
complications of sclerosis might be prevented 
by making satisfactory adjustments at this 
time. 


TREATMENT 


In order to be successful, the treatment of 
essential hypertension should be started in our 
high schools, or, at least, in our colleges and 
universities, Courses in sociology and psychol- 
ogy should be instituted to give our youth a 
different perspective of life from that which 
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exists today. Few are rich, and fewer «re to 
become rich. The school boy’s access to ioney 
today was the dream of our forefathers. The 
European is satisfied to retire when he has q 
comfortable living. The American idea is to 
get richer and richer and he is willing to gam- 
ble with his savings and necessarily with his 
arteries. It is the American idea to deprive 
ourselves of peace, pleasure, and leisure. and 
to strive for wealth. If only a school boy 
could read a horoscope and see the three stages 
of life, namely, the first twenty to twenty-five 
years of evolution, followed by a period of sus- 
tained existence, and then a period of inyolu- 
tion in which arteriosclerosis is the outstand- 
ing feature, a more satisfactory gyroscope 
could be installed around his vasomotor ap- 
paratus. 

With the advent, of the thermometer, physi- 
cians sought antipyretics to treat patients with 
a fever and thought little of the disease of 
which fever is only a symptom. Today we are 
doing the same thing with hypertensive indi- 
viduals. Blood pressures, from what has been 
said, are notoriously misleading. Drugging a 
patient with chemical substances is unsatisfae- 
tory. The absence of a suitable sustaining 
drug to lower blood pressure is, in my opinion, 
a blessing to mankind. With such a drug, 
headache, dyspnea, vertigo, edema, nocturia, 
and cerebral catastrophies would necessarily be 
increased. Drugs, diet, exercise, and many 
other generally applied therapeutic agents all 
have their places. It is, however, through 
the proper understanding of the individual and 
the correction of his habits that the most good 
can be accomplished. The patient that leaves 
a doctor’s office with a list of “don'ts,” a con- 
fused mind, and a fear of early death, has in 
most instances been properly initiated into that 
fraternity of self-centered introspective indi- 
viduals who become our confirmed hypochon- 
driacs. 

In conclusion, there are a few things of ex- 
treme importance to the hypertensive which 
need further emphasis: First, optimism ap- 
propriately applied to each individual case: 
second, a satisfied mental state; third, a sub- 
stitution of relaxing habits for tense ones: 
fourth, the avoidance of anticipating future 
tasks and responsibilities; fifth, a few drugs 
skillfully prescribed. 
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A SIMPLER METHOD OF REDUCTION 
OF DISLOCATED SHOULDER JOINT.* 


THOMAS GRIFFIN HARDY, M. D., Farmville, Va. 


The numerous methods described for reduc- 
ing dislocations of the shoulder joint tell the 
tale of the difficulties encountered and that 
the last word has not yet been said. However, 
the following procedure has been a hundred 
per cent satisfactory in reducing twenty-five 
successive cases of uncomplicated dislocations 
of the shoulder. It never takes more than one 
minute, without anaesthesia and without pain, 
and not even a hypodermic of morphia is neces- 
sary. 

First, after a brief history of the accident 
which caused the injury, and a gentle palpa- 
tion, one can be pretty sure whether the case 
is simple or complicated by fracture. 

Then have the patient lie down on an ex- 
amining table, bed, floor, or ground, accord- 
ing to the surroundings, always in such a posi- 
tion that the operator may be directly behind 
the patient’s head. Grasp the elbow with one 
hand, supporting the forearm with the other, 
to prevent its flopping about and causing rota- 
tion and pain at the shoulder. Abduct the 
arm, while maintaining gentle traction in the 
direction of the long axis of the humerus, in 
the same plane for one-half the are of a circle, 
till the elbow is above the head and the arm 
close to the ear. When this maneuver is be- 
gun, it immediately relieves the pain which is 
caused by pressure of the head of the humerus 
on the peri-articular structures. In this posi- 
tion, increase traction, sometimes with slight 
to and fro rotation, till the head of the humerus 
slips into position. If the muscles of the an- 
terior and posterior folds of the axilla are 
spastic and the patient is very muscular, the 
wrist or hand may be steadied under the arm 
of the operator and the other hand used to 
massage the muscles, to encourage relaxation. 
Even with the most muscular patients, one is 
never required to exert more force than that 


*Read before the Post-Graduate Medical Society of Southern 
Virginia, in Victoria, Va. 
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which can be done in the erect position: with 
the elbow flexed, and using only his own shoul- 
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peri-articular tissues. If downward or out- 
ward traction is used, one has to put too such 


Fig. 1.—The best position for patient and operator. 


der muscles. Pressure on the dislocated head 
is never necessary, 

Backward and upward dislocations of the 
head of the humerus are rare and are easily 
reduced with downward traction and_ slight 
to and fro rotation, and that is the only meth- 
od described for that type of dislocation. 

In order to make the mechanics of the sub- 
dislocations, which are so common, the same 
as the upward and backward dislocations, we 
have to reverse the position of the shaft of 
the humerus. 

If one remembers that the shoulder is the 
most universal joint of the body and is sur- 
rounded by a loose capsular ligament, then, 
when approaching a dislocation for reduction, 
he may forget everything else about the com- 
plicated muscle pulls which make up its func- 
tion, except, possibly, the large pectoral muscle 
which is the main factor in the etiology, and 
acts by pulling the head through the capsular 
ligament when the arm is fixed in extreme ab- 
duction, as in a fall. When the head of the 
humerus leaves its socket, the fibers of the 
capsular ligament on that side are stretched 
beyond endurance and split, allowing the head 
to escape. Then the position of the arm is 
changed, the fibers become lax and loosely hug 
the neck of the humerus, and the leverage of 
the arm causes the head to press hard on the 


Fig. 2.—This position can be used if patient is not in shock, 
but relaxation is not so good. 


tension on the good side of the capsular liga- 
ment in order to get the split side taut enough 
to slide along the neck of the humerus over 
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the head. And when manipulations are done, 
one is trying .to push the head through a split 
in a lax sack, and he may or may not hit the 
opening. 

When the elbow is above the head and the 
arm close to the ear, then the upper fibers of 
the capsular ligament are loose and the lower 
ones taut, and the slit is snug around the neck 
of the humerus, allowing its head to be pulled 
into position by its neck, which guides it back 
through the opening through which it escaped. 

I shall not attempt to describe any procedure 
for reduction of dislocations complicated by 
fracture of any of the bones of the shoulder 
joint, because one has first to make an ac- 
curate diagnosis by X-ray and all other means 
to find the exact condition, and then apply 
such mechanical and anatomical principles and 
treatment as are indicated. 
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STERILIZATION AS A CONTRACEPTIVE. 
J. H. BELL, M. D., Colony, Va. 


When one takes into consideration the ap- 
parent inability of our present industrial sys- 
tem, operating under highly mechanized forces, 
to furnish employment to that part of our pop- 
ulation who, during the period of hand-labor, 
were a necessary part of the system, it may ap- 
pear that we have now arrived at that point 
in our numerical population where a limita- 
tion of the same, in the lower brackets, may 
be not only desirable but actually necessary. 

It is natural to assume that if such a limi- 
tation is ever effectually brought about, it 
would have its inception amongst the lower 
order of mankind, viz., those not mentally en- 
dowed to an extent that enables them to com- 
pete successfully with more alert minds, and, 
therefore, impossible of being fitted into our 
industrial system with any. degree of success 
or prospect of economic stability. 

Is it too much to say at this time that such 
a measure is already being enacted in various 
Commonwealths, through the eugenic sterili- 
zation of those who, by reason of mental dul- 
hess or aberration, have already become de- 
pendent upon the States of their citizenship 
through institutionalization in the various hos- 
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pitals for the mentally disturbed, or colonies 
for the epileptic or mentally defective ? 

The operation of eugenic sterilization, as at 
present performed, and in the hands of a com- 
petent surgeon and under appropriate hos- 
pital conditions, is a comparatively harmless 
and innocuous procedure. 

In the State of Virginia, where in the last 
few years 1,400 persons have been rendered 
procreatively harmless for cacogenic reasons, 
only one fatality has resulted, this being un- 
avoidable by reason of an associated glandular 
dysfunction. The mortality rate is, therefore, 
practically negligible and may not be regarded 
as a contra-indicant. 

For that large class of persons for whom 
contraceptive measures are most needful and 
applicable, surgical sterilization is the only 
safe and sure method of preventing reproduc- 
tion. because of the fact that even if they can 
and do receive contraceptive instruction, they 
are very often too unconcerned or negligent to 
apply such measures properly. 

There is a further angle to surgical con- 
traception which may perhaps commend it as 
a practical thing for the moronic group: i. e., 
females of this class are decidedly more prone 
to invasion of the pelvic organs by infectious 
germs, with consequent salpingitis, and pelvic 
cellulitis, than the more intelligent; and such 
diseases, if death does not supervene, often 
leave in their wake chronic invalidism in those 
least able financially to afford it. 

Through surgical contraception in the fe- 
male, communication between the uterus and 
the fallopian tubes is permanently sealed, and 
the possibility of the occurrence of such de- 
vastating diseases is obliterated. 

When the purposes, the results, and the ab- 
sence of mortality are known and properly un- 
derstood by those who may be most needful of 
such protection, there is usually no objection 
to the procedure. As a matter of fact, they 
would prefer to endure a little more at one 
time, be permanently done with the matter, 
and relieved of the fear of future pregnancies, 
rather than be burdened with the necessity of 
using chemical or mechanical contraceptives 
for many years, 

Some investigation of the probability of seal- 
ing off the utero-fallopian communication by 
use of an intra-uterine cautery working 
through a dilated cervix has been made, but 
such a procedure needs further attention. This 
would indeed be the operation of choice, if it 
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can be developed to the point where it will 
insure a permanent sealing of the orifice. With 
the perfection of such a technique, a woman 
in need of contraception, by reason of ill health 
or ‘nancial inability to provide for additional 
children, may present herself at a reputable 
surgeon’s office, and within a period of thirty 
minutes may have the ori‘ice permanently 
sealed and go on her way rejoicing. 

Where the orifice is large, perhaps several] 
applications at different times may be neces- 
sary to produce a sufficient amount of scar, but 
in a small orifice, it is conceivable that one 
properly applied cauterization might produce 
the desired result. 

In reviewing this subject briefly, one should 
not fail to mention the fact that surgical sterili- 
zation for contraceptive purposes is in many 
instances wholly applicable to the male mem- 
ber of the marital partnership and has the 
advantage of being much simpler to perform. 
It is understood, of course, that such cannot 
insure the female member against future preg- 
nancies which may arise through extra-marital 
relationships. a certain percentage of which 
will be bound to occur, and that in such a 
case its efficiency would be wholly dependent 
upon the wife’s loyalty to her husband. 

Many cases will arise in which the wife, 
for reasons of mental attitude or physical ill 
health, may not care to submit to surgical 
sterilization herself and yet desires to secure 
permanent protection against future preg- 
nancies. In such cases the application of a 
very simple, harmless, and effective measure 
may serve the purpose. This consists in sever- 
ing the vas deferens, on both sides, in the hus- 
band and ligating the same, and may be pur- 
sued with perfect confidence of rendering the 
husband incapable of procreation, without, 
however, rendering him in any sense impotent 
or incapable of normal sexual relationships and 
gratification. 

Since the Federal statutes prohibit the use 
of the mail service for the distribution of con- 
traceptive literature, it is anticipated that 
widespread information on the subject would 
be immeasurably slowed up. On the contrary, 
since the Federal Government has placed itself 
on record as favoring eugenic sterilization 
through the action of its Supreme Court in 
upholding the constitutionality of the Virginia 
Sterilization Law, it would seem that an in- 
vestigation of the feasibility of utilizing this 
procedure in many types of cases in which, by 
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reason of individual negligence or lack of in. 
telligence, the ordinary chemical or mechanical 
contraceptives are inapplicable, is well worthy 
of serious consideration. 


ANALGESIA AND ANESTHESIA IN 
OBSTETRICS.* 


J. M. WHITFIELD, JR., M. D., Richmond, Va. 


Probably the greatest change in the practice 
of obstetrics during recent years has been the 
perfection of methods designed to alleviate 
the pains incident to parturition. Many and 
varied processes have been evolved and tried 
with various degrees of success. In 1847 Sir 
James Y. Simpson employed ether and chiloro- 
form for this purpose, and nitrous oxide has 
been used since 1878. In 1902 the so-called 
twilight sleep was introduced by Steinbuchel 
and tried for some time. Its results, how- 
ever, were quite unsatisfactory, and its usage 
was attended by a de‘inite increase in both in- 
fant and maternal mortality. Twenty-one 
vears later a de‘inite improvement was made 
by Gwathmey when he introduced his ether 
and oil rectal instillation combined with mor- 
phine and magnesium sulphate injections, 

It will be seen from the above that relief 
from pains of childbirth is a major problem 
in the study of obstetrics. It is even more 
important to the expectant mother, as most 
patients we see today demand relief. ‘This is 
indeed no new request, for in 1591 a woman 
of note, Eufame McAlayne, “was burned alive 
in Edinburgh” when she begged for relief from 
the pains of childbirth. 

Since 1927, when avertin or tribom-ethanel 
was introduced by Eicholtz, a new group of 
anesthetic agents has been employed. Since this 
time the barbiturates have come rapidly be- 
fore our attention. In the same year McNeile 
and Vruwink employed dial, and in 1931 
Hamblin and Hamblin discussed the use of 
sodium-amytal by mouth as it is now gen- 
erally used. 

The present review consists of 744 cleliver- 
ies in which a variety of drugs has been en- 
ployed. In all these cases either socium- 
amytal, nembutal, dial, or avertin, has beer 
the agent used for producing our basal anes- 
thesia. Some time ago Dr. M. P. Rucker and 
I studied a series of 115 consecutive cases de- 
livered under these drugs and found that com- 
plete amnesia was obtained in 95 per cent of 

*Read before Richmond Academy of Medicine on June 13, 1933. 
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our cases, This figure, if changed at all, has 
increased as our experience with the drugs 
has grown. Dr. Rucker has very kindly al- 
lowed me to use his cases with my own in this 
study. 


MEDICATION 
Types OF DELIVERIES 


The high incidence of the operative deliv- 
eries in this series is due to the belief that 
termination of the second stage as soon as it 
is possible to effect it with safety to the mother 
and the baby should be practiced under favor- 
able conditions. Also, as patients under the 
influence of drugs such as these cannot be ex- 
pected to cooperate in the second stage of 
labor, so, therefore, the natural expulsive forces 
will often need assistance on the part of the 
accoucheur. Furthermore as will be later 
shown, many of these cases were referred be- 
cause of real or expected complications. 

My opinion is that nembutal and sodium- 
amytal may be used inter-changeably. There 
is very little difference in their action, although 
some believe that there is less restlessness than 
when amytal is used. Three grains (3 grs.) 
of sodium-amytal is the equivalent of one and 
one-half (1% grs.) of nembutal. Our ex- 
perience with dial has been so small that I am 
unable to form any definite opinion. 

At present my practice is to administer 
fifteen grains of sodium-amytal or seven and 
one-half grains of nembutal as soon as labor 
has really started and to reinforce this agent 
with hyoscine, grains 1/200 as needed. We 
have found that the addition of hyoscine is 
essential in securing any uniform results, and, 
furthermore, is quieting to the patient. The 


VIRGINIA MEDICAL MONTHLY 485 


excitement and consequent need for controlling 
the patient under these drugs has been widely 
advertised, but should give the physician little 
concern, Delivery can be completed without 
further medication but usually chloroform, 
ether, gas or local is used for the completion 
of labor. It occasionally happens that if the 
labor is long and protracted we may administer 
ether and oil, as it acts nicely in this condi- 
tion. However, I may note here that I have 
produced amnesia for twenty-eight hours with 
sodium-amytal, grains fifteen, and three doses 
of hyoscine, grains 1/200. 

Experience has taught us that judgment is 
necessary in the proper selection of the drug 
for each case. Amytal or nembutal is ap- 
plicable in the majority of cases and will give 
best results if given in early labor when hours 
are yet to elapse before delivery. Their action 
is of long duration and is quite reliable if 
hyoscine is used with it. It also appears that 
a large dose should be given at once, as an- 
algesia and amnesia will not be so frequently 
obtained if the drug is delayed too long. On 
the other hand, should the patient be seen late 
in labor and it is obvious that labor is progress- 
ing rapidly, with a probable duration of only 
one or two hours, we have found that amytal 
or nembutal may be disappointing. For such 
persons we usually administer avertin, 60 mgm. 
per kilo, as soon as possible. The action is 
not unlike that of ether and oil by rectum. 
However, there is no irritation or burning, it 
is not so often expelled, and even after the pa- 
tient has apparently waked up the amnesia 
often lasts for hours. The drug may be re- 
peated after three hours without hesitation. 
Here, then, is its greatest application when 
rapidity of action coupled with not too long 
duration is desired. 

In this series the following complications 
were encountered : 
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DreATHS 

Ma‘ernal 
Abortions 
Still-bir‘hs 
Neo-natal 
lneorrected rate 
Corrected rate 

(Without non-viable babies) 


There were other complications encountered 
which had no bearing on the treatment given 
at delivery and will therefore not be men- 
tioned. The toxic cases included forty-eight 
patients, nine of these actually having convul- 
sions. The treatment of these patients in- 
cluded MgSO, intravenously for the control 
of actual convulsions, and the use of sodium- 
amytal or nembutal with hyoscine for subse- 
quent sedation and prevention of further con- 
vulsions before and during labor. In many 
of these cases it was necessary to induce labor, 
and in this event it is customary to administer 
the drug before going to the delivery room for 
rupture of the membranes or the insertion of 
a bag. Both the barbiturates and avertin work 
nicely in the toxemias of pregnancy and, in 
my opinion, are not contra-indicated. 

There were eight cases of inertia of the 
uterus of varying severity. To me this is a 
most troublesome complication, as these pa- 
tients either do nothing at all, or make very 
slow progress in labor despite the best en- 
deavors of the physician in charge. They com- 
plain for hours with pain, and yet the cervix 
does not dilate nor does the head descend. 
They seem to have a great deal of discomfort 
far out of proportion to their short and irregu- 
lar contractions. Time is necessary for the 
proper preparation of the birth canal, and here 
sodium-amytal is of great value. Indeed, it 
has often appeared that the progress of labor 
has been greatly hastened by its administra- 
tion. 

Twenty-one cases of contraction rings oc- 
curred and were treated usually with adrenalin 
followed by immediate delivery. 


There were four cases of retention of urine— 
an incidence certainly not above normaley, and 
mentioned to sustain the belief that analgesia 
of this type has no influence on the condition. 

Fight cases of post-partum hemorrhage oc- 
curred, It is my impression that bleeding is 
slightly freer after avertin than after amytal 
or nembutal, but in neither case should the 
physician fear this accident more than in any 
ordinary delivery. 

The case of amputation of the cervix was of 
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interest because of the dense cicatrization ep. 
countered. Under sodium-amytal dilatation 
was rapid and delivery uneventful. 

The appearance of shock was noticed in only 
three instances. Various writers have warnei 
of this condition, and Dr. Plunkett, in his re- 
view of 300 cases, reports three cases of shock, 
We have had only three in approximately 75) 
deliveries, and feel that incidence is probably 
below the general average treated in the usual 
manner. It is, however, a real complication, 
and we should be ready to treat it when it 
occur. 

Finally twenty-four febrile cases were en- 
countered, and this includes all patients who 
had temperature of 100.4 on two successive 
days after delivery. 

In so far as the infant mortality is con- 
cerned, I am sure that the medication could in 
no way be held responsible. A few more babies 
will probably need artificial stimulation to 
start respiration, but in a short time the baby 
will start up and proceed to breathe and cry 
lustily. 

Conclusions: A series of 744 consecutive de- 
liveries under sodium-amytal, nembutal, dial, 
or avertin, or a combination of these, is pre- 
sented. Using the methods above described. 
complete amnesia can be produced in approxi- 
mately 95 per cent of cases. The maternal and 
infant mortality is apparently not affected. 

Professional Building. 


ORAL DIAGNOSIS.* 


S. C. WARDEN, D. D. S., Norfolk, Va. 


Upon being extended this opportunity to 
come before you, I felt honored personally, 
and as a reflected courtesy to the dental pro- 


fession of Tidewater Virginia. We, of the 
dental profession, are seriously striving to 
measure up to the responsibility vested in us 
in caring for that all important threshold, the 
oral cavity. Since the primary cause of <is- 
eases originates in the oral cavity, a grave re- 
sponsibility is placed upon the dentist, which 
requires not only thorough training in the 
mechanics of dentistry, but familiarity with 
pathology, laboratory examinations and phy- 
sical diagnosis. 

The discussion to-night will make no at- 
tempt to stress any one phase of dentistry, 
nor its relation to the parent profession; in- 
stead I shall hurriedly try to cover a few of 


*Read before the Norfolk County Medical Society, November 
21, 1932. 
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those features that so intimately bind the medi- 
‘al and dental professions—a resumé, as it 
were, of recent advances in dentistry, bringing 
out findings, which, we hope, will aid us in 
our age old war on disease. 

One of the weakest links in the practice of 
medicine or dentistry is diagnosis. Diag- 
nosis can be aptly de‘ned as the conclusion 
at which we arrive in the process of applying 
the mind to a collection of scientific data. 

The very large majority of patients coming 
into the dental office require only a cursory ex- 
amination to bring about a certain definite re- 
lief. This type of patient has no part in this 
discussion. It is to that smaller group who 
daily come to the dental office with either a 
local or systemic disturbance, and who require 
a careful analysis of all possible factors in or- 
der that the character of the operative pro- 
cedure may be determined that we shall ad- 
dress ourselves. Too often these cases fail to 
receive the careful consideration of all avail- 
able scientific data, the diagnosis being based 
upon one or two outstanding objective signs. 
Local lesions in the oral cavity may be the 
cause, effect or the sign of local, systemic, or 
organic disease anywhere in the body. Con- 
sequently, the dentist who looks into a patient’s 
mouth will miss something of vital importance 
to that individual if he sees only teeth. 

Dentistry has accepted the guardianship of 
the mouth and has assumed the responsibility 
of keeping it in a condition that will harmon- 
ize with bodily health. The time is past when 
the dentist, if he is to meet the responsibilities 
which the public has every right to expect him 
to assume, can confine his efforts to taking care 
of merely local conditions of the mouth, and 
thus make his treatment routine for all pa- 
tients—filling, extracting and replacing teeth, 
seeing nothing but teeth. We are now think- 
ing in terms of health rather than in terms 
of teeth. 

The greatest single aid at the command of 
the dentist is the roentgen-ray. Even so, too 
many men, when associating mouth infection 
with systemic disease, are over evaluating the 
findings on the dental film. In viewing a film 
we must remember that we are looking at 
shadows instead of pathologic processes. They 
may indicate pathological changes in the os- 
seous structure; they may indicate variation 
of anatomic structure; or they may be evidence 
of traumatic changes. Any attempt to diag- 
hose a case based upon film alone would be 
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of little or no value. The clinical picture, the 
age of the patient, physical resistance, the pos- 
sible recuperative. powers of the patient must 
all be coupled with the roentgenographic find- 
ings before diagnosis and prognosis can be 
made, It has been conceded that in some of 
the most vicious infections arising from foci 
in and about the teeth, the roentgenographic 
evidence is negative. Therefore, the roentzen- 
‘ay finding is merely a link in our chain of 
evidence; it becomes only a part of our collec- 
tion of scientific data. 

Today the field of dentistry must embrace 
not only the care of the teeth, but also the 
diagnosis and treatment of many of the lesions 
occurring in the oral cavity. In addition, we 
are charged with very grave responsibility in 
being the first line of defense in the fight on 
cancer. Blair, in his new textbook, says: “It 
is mainly to the educated dentist, grounded in 
oral pathology, who makes the complete sur- 
vey of the whole mouth, that the medical pro- 
fession and the public must look to reduce the 
ever-increasing death rate from cancer of the 
mouth.” 

The modern dentist looks upon any irrita- 
tion of the tongue or mucous membrane with 
considerable concern, for it may be the source 
from which malignancy easily springs. The 
dentist sees these lesions usually long before 
the physician, for discomfort is rarely pres- 
ent, and the patient himself is often unaware 
of their presence. When discomfort appears, 
and the aid of the physician is sought, they 
may be so far advanced in their development 
that probability of successful treatment is 
greatly reduced. Today’s dentist is trained to 
observe any abnormal area of the mucous mem- 
brane or tongue. He will, if allowed, view 
that area with suspicion when it cannot be ac- 
counted for by dental disorders, and will fol- 
low the case until the condition can be identi- 
fied. 

During the last twenty years the idea of 
focal infection has evolved from a theory into 
a method of practice. Today the search for 
and the attempt to eliminate foci is univer- 
sally practiced. Still it is controversial in 
that it remains a problem. We find many con- 
flicting opinions as to what constitutes a focus 
of infection. Rosenow de‘ines focal infections 
as “A metastatic systemic or local condition 
due to infectious micro-organisms or their tox- 
ins carried in the blood or lymph stream from 
a focus or foci of infection.” A focus of in- 
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fection is a localized area of tissue containing 
pathogenic micro-organisms, and may be either 
primary or secondary. This definition is, of 
course mildly controversial. 

As to the importance and extent of eradicat- 
ing these foci, may I quote Gruenberg on some 
of these major conflicts, showing the tremen- 
dous responsibility placed both upon the dentist 
and the physician in determining what is best 
for the individual: 

(1) Bacteria are found in both healthy and 
pathological tissues. 

(2) Phagocytic bacteria may me found in 
healthy as well as diseased individuals. 

(3) Dental infection may be the result of 
some systemic disturbance rather than a cause 
of it. 

(4) Many people get well as result of ex- 
traction; many do not. 

Many investigators report cures in cases of 
insanity, or other diseases, as the result of 
extraction. Others report cures by entirely 
different methods, such as_ psycho-analysis. 
Admitting the focal infection theory, it does 
not follow that all infected teeth must be re- 
moved, or that focal infection is the only 
source of trouble. The consensus of opinion 
of the authorities may be used to broaden our 
basis for judgment. 

In patients who have secondary disease that 
may be attributed to focal infection, a// pulp- 
less teeth should be extracted. In patients 
who are well a// dead teeth should not neces- 
sarily be condemned. Patients with dental 
foci should not be handicapped with loss of 
useful teeth until other foci have been investi- 
gated and eradicated. 

Clinicians are often disappointed in results 
obtained after removal of a supposed focus of 
infection. Disease once initiated is often not 
affected by the removal of the apparent cause, 
proving the need for early recognition and re- 
moval before metastasis to other organs has 
taken place. 

In seeking the location of primary infection 
it should ever be borne in mind that a filthy 
mouth, presenting as it does the many crevices 
and shallow pockets which act as bacterial in- 
cubators, is of major importance. Tf for no 
other reason than the close relation to the 
lymphatic drainage this condition is worthy 
of consideration. 

During the past fifteen years the journals, 
both medical and dental, have given full con- 
sideration to the status of residual and _ peri- 
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apical foci of infection. We have seen grati- 
fying results in the alleviation of many butlling 
systemic disturbances; however, little attention 
has been given to that even more important 
source of focal infection, namely, that emanat- 
ing from hidden pyorrheal pockets. It is of 
great importance to observe this. 

Pyorrhea in its progressive phases is a 
diffuse condition affecting both the alveolar 
process and the soft tissues. Hartzell states 
that a case of advanced periodontoclasia will 
present the equivalent of approximately seven 
square inches of ulcerating surface, from 
which the lymphatics, veins and blood streain 
can be, and are invaded. 

Periodontoclasia frequently exits without 
the physician’s or dentist’s knowledge and is 
too often a source of serious blood changes. 
Systemic disease is manifested as the result 
of pyorrhea either through extension to adja- 
cent tissues and by metastasis to more distant 
organs, or through absorption of toxic bacterial 
products from the gastro-intestinal tract. In 
advanced periodontoclasia, in addition to the 
compression of tissues during mastication with 
the liberation of free purulent matter for 
passage into the gastro-intestinal tract, thee 
is a driving force exerted by functional use 
of teeth that recurrently compels bacterial 
migration into surrounding vascular tissues. 
Many investigators are of the opinion that 
systemic disturbances resulting from pyorrheal 
involvements are more prevalent than from 
radicular or periapical causes. This disease, 
being chronic and prolonged in character, has 
an ample opportunity to break down the pa- 
tient’s resistance by disturbing the digestive 
and metabolic mechanism. 

May I mention one or two observations by 
authorities? It is estimated that 90 per cent 
of chronic arthritis is due to dental foci (Will- 
cox), while the majority of these cases result 
from pyorrheal sources. Long reported that 
pyorrhea was responsible for 135 out of 215 
cases of eye infection. We could continue at 
length citing cases in con‘irmation of the 
above. 

Up to this point we have been speaking of 
infectious processes resulting from impair- 
ment of the dental organ. However, I would 
like to impress this thought upon you: the 
future of dentistry lies in preventing, if pos- 
sible, the development of such precesses. Den- 
tal caries and pyorrhea, resulting in periapi- 
cal and periodontal infection, in the light of 
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our present knowledge are considered local 
manifestations of a disturbance of metabolism. 

A series of 604 cases was reported at the 
annual meeting of the American Dental As- 
sociation in September of this year, in which 
the incidence of caries and of periodontal in- 
volvement was reduced 90 per cent following 
the institution of nutritional treatment. This 
nutritional reinforcement consists of dietary 
changes to insure an adequate intake of min- 
eral salts and vitamins. The data collected 
by workers in the nutritional field, as well as 
in the cases mentioned above, point to a con- 
frmation of the fact that the diet of the aver- 
age American cannot be depended upon to 
supply in adequate amounts the mineral salts 
and vitamins deemed necessary for sound nu- 
trition. 

It is thus seen that an improvement or ac- 
celeration of the physiological processes of the 
body will necessarily be the goal of the den- 
tistry of the future, and the term health, as 
far as the dental profession is concerned, will 
be characterized by a freedom from a pre- 
disposition to dental caries or pyorrhea. 

On behalf of my colleagues in the dental 
profession may I make this request: when 
you have cases ‘of dental origin, or with dental 
compl cations which might be of interest, call 
in some one of your dental associates, Such 
visual experience will be of incalculable value 
to him in his forward step in attaining a 
clear understanding of his responsibilities as a 
guardian of the port of entry. 

Medical Arts Building. 


THE TREATMENT OF SCIATICA BY 
EPIDURAL SACRAL INJECTION.* 


PAUL F. WHITAKER, M. D., F. A. C. P., Kinston, N. C. 


In presenting this brief paper on the treat- 
ment of sciatica by epidural sacral injection, 
nothing new or original is claimed by the 
writer. Rather is it his purpose to call atten- 
tion to and emphasize a therapeutic procedure 
of proven value; one which is readily and 
easily carried out by the man doing general 
work, and one which gives relief in the major- 
ity of instances to a distressing condition which 
is often highly resistant to other forms of 
therapy. 

Vertebral arthritis, trauma and foci of infec- 
tion are probably the most common known 
causes of sciatic pain. However, there is a 


*Read before he. Seteeet Medical Society, at Rocky Mount, 
N. C., December, 1932. 
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large proportion of cases in which the etiology 
is unknown, the so-called primary or idiopathic 
type. Regardless of the etiology, it is com- 
mon knowledge to the man in general prac- 
tice, who sees most of these cases, that the 
average treatment instituted, such as removal 
of infection foci, internal medication, applica- 
tion of heat and counter-irritation, electro- 
therapy, massage, etc., are all too often un- 
availing, and the distressed sufferer wanders 
from one doctor to another, the osteopath, or 
the chiropractor, in search of relief. It is in 
this type of case that epidural injection is par- 
ticularly indicated. 

William Evans, writing in The Lancet, has 
found that, in 40 cases of idiopathic sciatica, 
intra-sacral epidural injection produced imme- 
diate and complete relief in over 60 per cent, 
while a further 13 per cent were greatly bene- 
fited. In 14 cases, or 25 per cent, the injection 
failed to produce relief. In all of his cases 
other forms of therapy had been unsuccessful. 
I. G. Lindenmulder, in writing in the Journal 
of Nervous and Mental Diseases, September, 
1931, reports 46 cases in which sciatic pain was 
relieved in 40 by sacral epidural injection. 

The writer’s experience is limited to six 
cases, which have been followed long enough to 
draw definite conclusions. Every one of these 
cases had been through the usual treatment 
without any benefit. One patient, a railroad 
brakeman, had suffered for 7 years and would 
often be confined for as long as two months 
by the condition. Three of these cases had 
deiinite foci of infection which will be cleared 
up. Of the six cases treated, four have ob- 
tained complete relief, one states that he is 
markedly improved, and one states that he has 
not been benefited. The latter case is highly 
neurotic and it is difficult to evaluate the ex- 
tent that he actually suffers. However, he 
states that he is unimproved, and will conse- 
quently have to be reported as a case where 
the treatment failed. 

A total of thirteen injections were given the 
six cases. One injection was sufficient in two 
of the cases. In three others two injections 
were given with complete relief in two, and 
marked relief in one. The sixth case received 
five injections with no relief. An average of 
100 c.c. of fluid was used at each injection. 
One hundred and sixty ¢.c. of fluid was used in 
the case that obtained no relief. The fluid used 
was normal saline solution warmed to body 
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temperature. In all the injections the first 10 
to 20 c.c. of fluid consisted of 2 per cent pro- 
caine solution. 

The fact that success does not always follow 
the injection of much more solution than the 
60 to 80 ¢.c. commonly recommended, suggests 
the fact that the quantity of the fluid injected 
has nothing to do with the success of the treat- 
ment. It was rare to experience resistance to 
the introduction of the solution until the quan- 


sce 


Fig. 1.*—A, Sagittal section of lumbosacral region. (=dura). 
B, sagittal section of lumbosacral region, showing compres- 
sion and anterior displacement of dural tube and its con- 
tents following intrasacral epidural injection. 


tity injected exceeded 80 c.c. The fact that 
saline solution alone has been used successfully, 
as well as procaine solution, suggests that the 
relief from sciatic pain is not dependent on the 
nature of the fluid introduced. The important 
factor in the cure of the pain seems to be the 
mechanical stretching of the nerve roots that 
go from the sciatic nerve. This conception is 
supported by three main facts. First, many 
of the patients experience pain along the course 
of the affected sciatic nerve during the injec- 
tion; second, the introduction of saline into the 
sacral canal seems to be as efficacious as pro- 
cain solution in relieving the pain, and third, 
visible stretching of the nerve roots has been 
observed in the cadaver during the injection. 
The anatomic relationship of the lower part 
of the spinal theca and the nerve roots that 
go to form the sciatic nerve has been studied 
in transverse and sagittal sections of the lum- 
bosacral vertebra by Evans. The epidural space 


2 *Illustrations used by courtesy of The Year Book Publishers, 
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which is filled with fat is prolonged upwards 
in the spinal canal and invests the dural coyer- 
ing of the spinal cord. The ventral or anterior 
compartment is traversed by firm fibrous bands 
which anchor the theca to the intervertebral 
discs. This makes it difficult to completely sep- 
arate the dura from its attachment to the an- 
terior wall of the spinal canal. In its pos- 
terior and lateral aspects, however, there is no 
anchoring of the dura to the bony wall, so that 
it is possible to separate it and to enlarge the 
space at the expense of displacing the dural 
tube and its contents forward. The materia! 
injected separates the dura from its normal 
close anatomical contact with the posterior and 
lateral walls of the spinal canal and displaces 
it forward and inward. By reason of its 
anchoring fibres the anterior segment of the 
dura preserves its close relationship to the pos- 
terior surface of the bodies of the vertebra. 
The compression of the dural tube and its con- 
tents is readily appreciated by comparing 
figures A and B and figures C and D. 


AUNTERVERTEBRAL 
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Fig. 2.—C, Transverse section through the body of the 5th 
lumbar vertebra. D, Transverse section through the body 
of the 5th lumbar vertebra, showing the anterior displace- 
ment and compression of the spinal theca and its contents 
after intrasacral epidural injection of the dye. 


FIGures 


Technic 0j Intrasacral Epidural Injection.— 
The patient lies on the affected side with 
thighs and legs slightly flexed. In obese in- 
dividuals the point of injection may possibly 
best be located with the patient in the knee 
chest position. After the patient is placed in 
the proper position, the triangular outlet of the 
sacral canal (sacral hiatus) is defined in the 
following way: The tip of the coccyx is first 
located and the palpating finger is made to 
slide upwards toward the sacrum for a distance 
of approximately 2 inches. At this point on 
either side of the mid-line the prominent 
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cornua of the sacrum can be readily felt in 
most cases. Above the cornua the imperfect 
laminae of the fifth sacral vertebra are found 
to converge to form the apex of the triangular 
sacral hiatus. This space, formed by failure 
of the laminae of the fifth sacral vertebra to 
fuse, is covered by a dense fibrous membrane, 
the sacro-coccygeal membrane. Under firm 
pressure with the finger this membrane can be 
felt to give slightly, and this sensation can be 
elicited nowhere else in that particular region. 
The mid-point between the two sacral cornua 
marks the site of the injection. After filtrat- 
ing the skin and needle track with 2 per cent 
procaine, a spinal puncture needle is introduced 
into the sacral canal. After penetration of the 
skin the needle should be directed at about a 
45 degree angle in order to penetrate the tough 
sacro-coccygeal membrane. Immediately it 
penetrates this membrane its direction should 
be changed so that it is horizontal with the 
body. It is then advanced for about an inch 


Fig. 3.—Showing the anatomical boundaries of the outlet of the 
sacral canal (o.s.c.). S. P. 4=spinous process of 4th sacral 
vertebra. S. C.=sacral cornu, 


into the epidural space. At this point a 
syringe is applied to the needle and an at- 
tempt made to withdraw the piston. If spinal 
fluid is aspirated, then the needle has been 
advanced too far, and is withdrawn a short 
distance. This precaution is obviously neces- 
sary in order to be certain that the tip of 
the needle lies in the sacral canal outside the 
spinal theca. The sterile solution previously 
warmed to body temperature is then introduced 
slowly by means of a 20 ¢.c. syringe. Ordi- 
nary aseptic precautions should, of course, be 
observed during the procedure. Following the 
injection the patient should lie on the affected 
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side for half an hour and remain recumbent 
for 24 hours. 

During the procedure practically all of the 
patients complain of discomfort and disten- 
tion in the sacral region, which becomes worse 
as more fluid is injected. There is, however, 
not usually actual pain in this locality. Most 
patients complain of pain in the sciatic dis- 
tribution on the affected side. Headaches oc- 
casionally occur and abnormal sensations, such 
as parasthenias, vasomotor flushing, etc.. have 
been observed, due most likely to the novocain 
injected. Temporary loss of sphincter control 
has been reported, but as far as I know there 
has never been a fatality following the pro- 
cedure, 

SumMary 

Ist.—Six cases of sciatica treated by sacral 
injection are reported. 

2nd.—Epidural intrasacral injection is a 
safe, easily accomplished procedure, being 
readily done in the patient’s home and requir- 
ing no elaborate equipment or special training. 

3rd.—It offers relief in approximately 75 per 
cent of the cases suffering from a usually dis- 
tressing condition which is often highly re- 
sistant to other forms of therapy. 

4th.—The thought that its importance as a 
therapeutic procedure was not fully appreci- 
ated prompted the presentation of this brief 
discussion of the subject. 
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THE DIAGNOSIS AND TREATMENT OF 
DUODENAL ULCER. 


RICHARD S. ANDERSON, M. D., Rocky Mount, N. C. 


There has been much written about diag- 
nosis and treatment of duodena! ulcer which 
will aid a great deal in the treatment of these 
patients. The duodenal ulcer problem is a 
vreat problem, and one meets each day with 
conditions which make it hard to decide 
whether it is best to do surgery or continue with 
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medical treatment, I do not believe there is 
much to be added to what has been written 
about this subject, but I just want to add a 
few suggestions and a few points which I think 
might help in the present-day situation in 
treating these conditions, because we are at 
such a time when these patients cannot be 
treated as they once were owing to great fin- 
ancial difficulties and other causes. 

We meet each day with certain types of 
patients with whom we would like to advise 
medical regime instead of surgery, but, know- 
ing the condition of the patient, his financial 
condition, ete., which will not enable him to 
take a long course of medical treatment, we 
have to resort to surgical treatment. 

The main point that I wish to stress in this 
paper is to try to arrange some form of treat- 
ment that is best for the particular patient 
under the circumstance in which we meet him. 
although at times we would like him to do 
otherwise. Therefore, we must modify our 
treatment for ulcer in some way so that the 
patient will wet some benefit under the cireum- 
stances which exist. 

Duodenal ulcer is very common in the pres- 


ent day and has probably increased consider- 
ably since such a great depression is on and 
many people are under a great nervous strain 


and hieh tension, There is no doubt that the 
duodenal ulcer has largely increased, because 
T believe this is one of the etiological factors 
existing in such a condition. 

We realize the fact very well that duodenal 
ulcers are far more frequent in Jews than in 
Gentiles, but in the past few years one is re- 
quired to live under such a great strain men- 
tally, physically, and financially, that the duo- 
denal ulcer problem is increasing daily in the 
Gentile. 

The symptoms of duodenal uicer will not be 
gone into in detail, because every one is fa- 
miliar with the symptoms. 

I would like to say something about the 
various types of ulcer. Most duodenal ulcers, 
we know, occur on the anterior wall, although 
there is an occasional ulcer on the posterior 
wall. The symptom of an ulcer on the anterior 
wall is simply pain two or three hours after 
meals, relieved by taking an alkali. Occa- 
sionally there is hemorrhage, but not very fre- 
quently. There is additional pain that usually 
occurs when an ulcer is on the posterior wall 
of the duodenum, and this pain is referred to 
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the back, although an ulcer on the anterior 
wall may produce pain in the back also, but 
not nearly so often as ulcer on the posterior 
wall. As stated above, the majority of ulcers 
are on the anterior wall, so very seldom do we 
have to deal with the problem of treating an 
ulcer on the posterior wali. 


The clinical history, of course, is of great 
help in making a diagnosis. In the hands of 
a competent roentgenologist, we should be able 
to diagnose 95 per cent of duodenal ulcers. Of 
course, an ulcer on the posterior wall may be 
overlooked occasionally, but one should always 
dlepend upon the roentgenologist for a definite 
diagnosis, At times a roentgenologist may not 
report an ulcer although at operation one may 
find it present. But this does not occur very 
often in the hands of a competent roentgenolo- 
gist. At times a duodenitis may also produce 
symptoms similar to ulcer. This, too. can be 
diagnosed by a competent roentgenologist for 
the de‘nite diagnosis. Of course. one meets a 
case every once in a while that has a clear-cut 
symptom of ulcer, and the X-ray may be nega- 
tive. This patient may have an ulcer that did 
not show, but which must be very small. In 
such a case, the treatment should be the same 
as if the diagnosis of ulcer had been made. 


At times one meets a case which has a his- 
tory of bleeding, and, on questioning, you can 
get very little history of an ulcer. This pa- 
tient might have what we call a silent ulcer. 
Close examination of the stools will show oc- 
cult blood, and at times the patient may give 
a history of having passed tarry stools with- 
out having any symptoms of ulcer at all, In 
this case, one is safe in saying this patient has 
a duodenal ulcer, even though the X-ray did 
not show it. It is this type of ulcer we call 
a silent bleeding ulcer, This is extremely im- 
portant, because every once in a while one 
meets with such a condition, and he cannot ac- 
count for the tarry stools, occult blood, and 
the patient does not give a clear history of 
ulcer, At times he seems at a loss to say just 
where the bleeding is coming from, but, on 
questioning the patient closely, you may get 
a history of some little stomach trouble; and, 
by ruling out all other sources of bleeding, one 
is safe in diagnosing an ulcer. Such a case 
should be watched very closely, because these 
cases usually have to have surgery. 

The question of diagnosis of duodenal ulcer 
at the present day, as stated above, is usually 
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left up to the roentgenologist, and most of these 
cases also give a very clear-cut clinical history. 
I have mentioned three types of ulcer which 
usually occur—ulcer on the anterior wall, ulcer 
on the posterior wall, and the silent bleeding 
type, but the one we meet with most is the 
ulcer on the anterior wall. 

The treatment of duodenal ulcer is very in- 
teresting and very important. The treatment 
of duodenal ulcer has been drawn out consid- 
erably. Much has been said about it and the 
long process of treatment has been given. At 
the present day we must make our treatment 
to suit the patient to a certain extent. The 
treatment of duodenal ulcer can be summa- 
rized very briefly, We can choose our cases 
and make up our minds without much hesita- 
tion or reservation as to which form of treat- 
ment is best under the circumstances. 

I will first take up the treatment of duodenal 
ulcer in young individuals. 

(a) Young individuals who have duodenal 
ulcer or a duodenitis, who are able financially, 
and who do not have to work for a living, 
may be put on a strict medical regime, and 
good results obtained. This medical regime is 
similar to the Sippy method with various 
modifications. At the present day, instead of 
using large amounts of alkali, mucin, 15 grains, 
three or four times a day is better than too 
much alkali. 

(b) The second type of young individual 
with duodenal ulcer whom we have to treat is 
the hard working man who cannot go on a 
long medical regime. He cannot stay away 
from his work that length of time, and, in 
this particular patient, surgery should be 
urged. 

(c) In any individual, young or old, who 
has a duodenal ulcer with obstruction, surgery 
is indicated. 

(d) Old or middle-aged people with duo- 
denal ulcer, who are able to go on a diet anc 
stop work, may get very good relief from the 
medical treatment, but in these cases, if they 
have any symptoms of obstruction, surgery 
should be performed. 

The main point in the treatment of these 
cases is that we must first determine what 
type of patient we are dealing with—whether 
or not he is able financially to carry out a 
long medical regime, and whether or not he 
has to work for a living. With a man who 
has to work hard daily for his living and who 


is suffering from a duodenal ulcer, it is impos- 
sible to put him on a diet which weuld be of 
much bene‘t to him. These are the cases 
which I would like to emphasize should have 
surgery. At the present day, as stated above, 
under such critical times and such financial 
embarrassment and depression, we are getting 
more of these patients each day. It is almost 
useless to give such a patient a long diet list 
and tell him to go by that and he will im- 
prove, when you know it is impossible for him 
to carry it out. Knowing now, as we do, that 
the surgical procedure in these cases gives 
good results and premanent, we should ad- 
vise such individuals to have surgery, the 
type of operation being described later. I 
hope that no one will understand that I am 
against medical treatment in these cases, be- 
cause I think it would work perfectly all right 
if the patient could carry it out. It would be 
ideal, but it just does not work, because we are 
confronted with a situation which must be 
handled some other way. 

For the patient who is able to carry out the 
long process of treatment, can take vacations 
and long periods of rest, the medical treatment 
is ideal, and he will get good results. 

Here I would like to mention the situation 
that we meet with in Jews. Jews are prone to 
duodenal ulcer, being more frequent in this 
race than any other that I know, and the treat- 
ment should be medical by all means if pos- 
sible. I do not know why it is, but if a Jew 
has an ulcer and you operate upon him, no 
matter what type of operation you do, most 
of these cases come back with a recurrence— 
either a new ulcer, recurrent ulcer or multiple 
ulcers; and it seems that the more you operate 
the more ulcers develop. A new ulcer may 
even develop while the patient is convalescing 
in the hospital from the operation. It may 
be a gastrojejunal ulcer, if a gastro-enteros- 
tomy has been done, or it may be a new duode- 
nal ulcer near where the pyloroplasty was 
performed, or he may have multiple ulcers, It 
seems that this race is prone to have recur- 
rences, and, by all means, when one has a 
Jewish patient with duodenal ulcer, he should 
think and consider it a long time before he 
advises surgery, provided the patient does not 
have obstructive symptoms, in which event he 
is forced to have surgery. But the simple ulcer 
cases in this race should all be tried out on 
medical regime and surgery avoided if possi- 
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ble. Most Jews are able to carry out the medi- 
cal treatment very well; consequently, you do 
not have to deal with the situation of being 
unable to carry out the treatment. They 
usually get fairly good results with medical 
treatment, and enough cannot be said here to 
avoid surgical interference in Jewish patients 
of duodenal ulcer. Why they are prone to 
recurrence I cannot say. 

I would like to mention here in carrying out 
medical treatment, the Sippy method or modi- 
fication is ideal with the exception of the 
alkali. At the present time it is a known fact 
that too much alkali produces a hypersecretion 
and really does more harm than good, but a 
moderate amount of alkali helps along with 
the diet. It is not necessary to give a patient 
40 to 60 grains of alkali daily. That is en- 
tirely too much, and in such cases you will 
produce a hypersecretion. Instead of the pa- 
tient improving, he will probably get worse. 
At the present day a new substance has been 
added to the list for treatment of duodenal 
ulcer, and that is mucin, This has been tried 
out on a large number of cases already and 
seems to be giving good results. I believe it 
is ideal and should be given to all ulcer cases, 
both medical and surgical. We are getting 
away from the idea of giving large doses of 
alkali. 

Having discussed the medical idea of treat- 
ment of duodenal ulcer, I will now take up 
the surgical procedure. Here again we have to 
be guided according to the type of case we 
are dealing with. It has been a well-known 
fact for years that gastro-enterostomy has been 
the operation of choice for duodenal ulcer, but 
at the present time we are getting away from 
gastro-enterostomy and doing some form of 
pyloroplastic operation. Of course, if we have 
a patient with duodenal ulcer with obstruc- 
tion, then gastro-enterostomy is the operation 
of choice, and, in this type of case, gives won- 
derful results, But the best type of operation 
for duodenal ulcer in a young individual who 
does not have any obstructive symptoms is 
excision of the ulcer and a pyloroplastic opera- 
tion. Judd’s method is the method of choice. 
He cuts out nearly four-fifths of the pyloric 
sphincter along with the ulcer. He does a 
pyloroplasty, which is really a gastro-duode- 
nostomy, This type of operation gives won- 
derful results in these cases and is the opera- 
tion of choice. A gastro-enterostomy should 
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never be done in young individuals who are 
suffering from duodenal ulcer provided t.ey 
have no obstructive symptoms, because these 
individuals are prone to develop gastrojejunal 
ulcers, and then you are in as much trouble as 
when you started. This type of operation gives 
wonderful results for patients suflering from 
duodenal ulcer who have to work hard for 
their living and are not able to carry out long 
courses of treatment. I would advise this type 
of operation in all cases, as above, who can- 
not afford medical treatment, because it gives 
them immediate relief and permanent relief. 

There is very little chance of a recurrence 
at the anastomosis, although there may be a 
recurrence. I have had an opportunity of ob- 
serving a large number of these cases for the 
past three years, and I have seen very rarely 
a recurrent ulcer in this type of operation. The 
point I wish to stress here is that a gastro- 
enterostomy should be avoided in young in- 
dividuals if possible. It is not the operation 
of choice, but the excision of the ulcer and 
some form of pyloroplasty is the best pro- 
cedure. In long-standing cases of duodenal 
ulcer, where there are obstructive symptoms, 
a gastro-enterostomy is the operation of choice. 
In older individuals who are suffering from 
duodenal ulcer, if they have symptoms of ob- 
struction, a gastro-enterostomy is the operation 
of choice. In any case, young or old, where 
there has been a long-standing ulcer and there 
is considerable amount of scar tissue, indura- 
tion, and very hard, a gastro-enterostomy is 
probably the best procedure, As the ulcer has 
been standing a long period of time and the 
walls of the duodenum are fibrous and _in- 
durated, it is very diflicult to excise and do 
a gastroduodenostomy under such conditions. 

Here I would like to mention the procedure 
in cases who have a definite history of duode- 
nal ulcer. Even though the X-ray may be 
negative, he is justified in opening the duode- 
num and exploring the posterior wall. If he 
should find an ulcer on the posterior wall of 
the duodenum, the best procedure is to cauter- 
ize the ulcer and insert a few sutures. One 
must be careful in cauterizing this area, be- 
cause it is easy to puncture right through the 
posterior wall of the duodenum and get in 
serious trouble. All that is necessary is cau- 
terization and turning the ulcer in. This will 
give satisfactory results. 


Another type of case in which surgery is 
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indicated is the silent bleeding duodenal ulcer 
which does not respond to medical treatment. 
Such cases should be explored, and even at 
exploration the ulcer is at times hard to lo- 
cate. One may open the duodenum and ex- 
plore the anterior and posterior wall and sti!! 
be unable to locate the lesion. In this case, if 
there is any area of suspicion whatsoever or 
ulcerations, it should be excised or cauterized. 
At times in such cases one is not satisfied with 
what he finds or what he does, and he may 
close the opening which he has made in the 
duodenum without any further operative pro- 
cedure and for some reason the patient stops 
bleeding. But in most cases of this type one 
is able to find a small ulcerated area which 
probably can account for the bleeding. 

Another condition which we meet with at 
times is a condition of duodenitis which may 
even require surgical interference. The patient 
may have a clear history of ulcer, but the X-ray 
findings report a duodenitis instead of an ulcer, 
In such cases the symptoms may be identical 
with one suffering from duodenal ulcer. If 
medical regime has been tried and did not 
give relief, then surgery is indicated, par- 
ticularly if it is in a hard-working man. On 
exploration of such cases, one is unable to 
locate an ulcer, but the duodenum feels some- 
what indurated and thickened. The type of 
operation here is the one described above— 
Judd’s excision and a gastroduodenostomy, re- 
moving at times as much as four-fifths of the 
pyloric sphincter. On studying the specimen 
one may not be able to find an ulcer, but a 
definite in‘ltration and inflammatory process 
in the wall of the duodenum and_ pyloric 
sphincter. The operation described will give 
relief. A gastro-enterostomy should be avoided 
in this type of case, because they are prone to 
gastrojejunal ulcer. 

All cases operated upon for duodenal ulcer, 
of course, should be careful about the diet for 
several months. When such an operation as 
described above, where the Judd’s excision and 
a gastroduodenostomy are done, such patients 
seem to be able to eat most anything without 
very much trouble. Of course, they are ad- 
vised to be careful and modify their diet as 
best they possibly can. The point which I 
would like to emphasize is that, when this 
method of procedure is carried out in patients 
suffering from duodenal ulcer it gives them 
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relief, and they are not forced to carry out a 
long medical procedure. 

Here I would like to mention gastrojejuna! 
ulcer. Gastrojejunal ulcer is a frequent con- 
dition—much more frequent than one antici- 
pates. This is the main reason why gastro- 
enterostomy should not be done in young in- 
dividuals if possible, or in any individual suf- 
fering from duodenal ulcer, provided he has 
no obstructive symptoms, The symptoms of 
gastrojejunal ulcer are usually very clear-cut. 
The patient will tell you that he now has pain 
opposite the umbilicus, which is referred to his 
back and is relieved by nothing. This pain is 
the most agonizing pain that a patient could 
have. Alkalies will not touch it. He may even 
require morphine for relief. If you take a 
careful history, one should not be confused in 
the diagnosis whether the X-ray shows it or 
not. Usually the X-ray will show an ulcer at 
the anastomosis. 

Treatment for gastrojejunal ulcer is only 
one—surgery. Absolutely no use to try medi- 
‘al regime or any alkalies or any other medi- 
‘al procedure. Such a patient wil! not get re- 
lief until he has had surgery. The proper 
operation here is to take down the gastro- 
enterostomy, close the opening in the stomach 
and jejunum and leave things as they were to 
begin with. If the patient still has an ulcer 
in the duodenum, this may be excised at the 
same operation and a gastroduodenostomy per- 
formed. But usually the ulcer in this area has 
healed or looks very well and does not require 
any surgical intervention. When this proced- 
ure has been carried out, the patient usually 
gets along very well. The point I wish to 
stress very strongly is that when a patient 
once develops gastrojejunal ulcer and he is 
having considerable trouble, there is no use to 
attempt anything but surgery and try to ar- 
range the structures anatomically as they were 
before any surgical interference was carried 
out, Young individuals are more prone to de- 
velop gastrojejunal ulcer than older people. In 
older people who have been suffering from a 
duodenal ulcer for some time, where they are 
hard and indurated and there might be some 
slight obstruction, a gastro-enterostomy is 
usually the operation of choice, and they may 
get along all right the rest of their lives; that 
is to say, they are not as likely to develop a 
gastrojejunal ulcer as the young individual. 


In Jewish patients one must avoid a gastro- 
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enterostomy if possible or any other surgical 
interference for duodenal ulcer, because they 
are prone to recurrence. But in case one is 
forced to operate upon a Jewish patient and 
he is a young individual with a duodenal ulcer 
without obstruction, the operation of choice is 
the one described above—Judd’s excision and 


gastroduodenostomy. Never do a_ gastro- 
enterostomy in these patients if it is avoid- 
able. I have seen Jewish patients operated 
upon where a gastro-enterostomy had to be 
performed due to obstruction and the same 
individual before he left the hospital had 
developed a gastrojejunal ulcer. I have seen 
cases in which the ulcer had been excised with- 
out a gastro-enterostomy and a recurrence had 
taken place at the pyloroplastic operation. I 
have seen Jewish patients who have had as 
much as two-thirds of the stomach removed 
for multiple ulcers and a posterior Polya per- 
formed, and they returned with recurrence of 
ulcer at the anastomosis. So one cannot say 
enough about how much to avoid any surgical 
procedure in treating Jewish patients who are 
suffering from duodenal ulcer. 


CoNCLUSIONS 


1. Diagnosis of duodenal ulcer should be 
attempted by a roentgenologist. 

2. Treat to suit the type of case which you 
meet. 

3. Young individuals suffering from duo- 
denal ulcer without obstruction who have to 
work for a living daily should have operative 
treatment, this consisting of Judd’s excision 
and a gastroduodenostomy, removing at times 
as much as four-fifths of the pyloric sphincter. 
At times this much is not necessary. 

4. Never do a gastro-enterostomy in indi- 
viduals suffering from duodenal ulcer unless 
they have obstructive symptoms. 

5. In individuals who are able financially 
to carry out a long course of medical treat- 
ment, such procedure is the procedure of choice 
and the results will be pleasing. 

6. In long-standing cases of chronic, hard, 
indurated, duodenal ulcers, whether in young 
or old individuals, gastro-enterostomy in this 
particular type of case is the best procedure. 

7. Avoid surgery of any kind in Jewish 
patients suffering with duodenal ulcer if pos- 
sible. These patients do better on medical 
regime. They are prone to recurrences if 
surgery is carried out. 


8. For silent, bleeding, duodenal ulcer, sur- 
gical procedure should be carried out. 

9. A lesion on the posterior wall of the 
duodenum should be cauterized and turned in. 

10. In cases of severe duodenitis which do 
not get relief from medical treatment, opera- 
tion should be carried out, using Judd’s 
method of excision and gastroduodenostomy, 
excising at least four-fifths or about that much 
of the pyloric sphincter. 

11. Patients who have had an excision of 
the ulcer and gastroduodenostomy performed, 
cases treated by Judd’s method, should be told, 
in case they should have trouble later on and 
some one should take an X-ray, that a deform- 
ity from this type of operation may produce 
a deformity which resembles an ulcer in the 
X-ray. 


DRAMA ANTHELMINTICA: 
A Play without Dialogue.* 


MAURICE C. HALL, Ph. D., D. V. M., Washington, D. C. 
Chief, Zoological Division, Bureau of Animal Industry, 
U. S. Department of Agriculture. 
DRAMATIS PERSONAE 
Patients. Injured individuals, uwoc 
ily the heroines, but, like hero- 
ines, persons to be rescued. 
Persons, attendants, nurses and internes, 
Necessary for the action of the play 
PROPERTIES 
Parasiticides____-- The hero’s anthelmintic weapons 
The hero’s weapons for the 
defense of the patient. 
TIME 
The present 
PLACE 
Not specified, but obviously selected, as for the 
location of a mystery story, more with reference to 
what is needed than with reference to what might 
happen in any one place in any one day. 


Act I. Draenosts 
The action takes place in a physician’s office 
appropriately equipped. 
SCENE 1. ASCARIASIS 
A physician seated at a desk looks up and 
confronts a patient who has entered. This 
situation is the epitome and essential of medi- 
cal practice; a trained man with a broad back- 
ground of general information confronts an 
individual patient, and must now apply his 
general knowledge and experience to the spe- 
cial case of this patient, exercising his judg- 
ment to the best of his ability. 


*A lecture given in the winter of 1933 at the Naval Medica! 
School, Army Medical School, Howard University Medical School, 
= » Smith-Reed-Russell Club of George Washington Medical 

chool. 
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A laboratory report on the physician’s desk 
shows that this patient has ascariasis, ascarid 
eggs having been found in the stool; eosino- 
philia, 10 per cent. This clarifies the matter 
of dliagnosis, as there is no definite clinical pic- 
ture dependably associated with ascariasis. 
This patient’s history shows only abdominal 
discomfort with occasional marked pain; and 
such a history, or any one of dozens of differ- 
ent histories, would show only symptoms that 
might be attributed to any one of many causes, 
but the fecal examination points to ascarids in 
this case as the probable cause of the trouble. 

The drugs that might be used in this case 
are: Chenopodium, 1. c.c., immediately pre- 
ceded or followed by castor oil, 30 c¢.c.; or 
santonin, 5 grains, followed four hours later 
by Glauber’s salts (30 c.c. saturated solution 
plus 60 ¢.c. water) or castor oil 30 ¢.c.; or san- 
tonin with calomel, 1 to 2 grains of each, 
daily, for a week; or hexylresorcinol, 0.6 gram, 
followed by mineral oil, and treatment repeated 
in one to seven days. 

Before electing any of these drugs, the phy- 
sician looks into the matter of contraindica- 
tions. Those for chenopodium include: Gas- 
tro-enteritis, acute or chronic alcoholism, fe- 
brile conditions, and pregnancy; chronic con- 
stipation, calling for preliminary purgation 
which is necessary only in cases of constipa- 
tion or tapeworm infestation; and extreme 
age, youth or debility, calling for diminished 
doses, at least, and sometimes for the selection 
of a safer or milder drug. The contraindica- 
tions for santonin include nervous disorders, 
such as epilepsy. Those for hexylresorcinol 
are unknown, but since the drug may produce 
superficial ulcers it may be regarded at this 
time as contraindicated in hemophilia and 
cases of gastric or intestinal ulcer. 

Having satisfied himself as to the presence 
or absence of contraindications, the physician 
tells the patient to eat a light meal that eve- 
ning, preferably soup and bread or crackers, 
with coffee or tea, to avoid alcohol, fats, oils, 
cream and butter, and to report at the hos- 
pital, without breakfast except for coffee, at 
8:00 A. M. the next day for treatment. 


SCENE 2. ANCYLOSTOMIASIS 
A second patient enters. The laboratory re- 
port on the physician’s desk shows the pres- 
ence of hookworm eggs on fecal examination 
of this patient; eosinophilia present. An ex- 


amination of the patient shows the clinical 
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picture associated with hookworm disease: 
anemia manifested in the pallor of the con- 
junctiva and lack of color in the face and 
ears, abdominal discomfort, condition of un- 
derweight, and a history of ground itch. 

The drugs that might be used are: Carbon 
tetrachloride, 3 ¢.c; tetrachlorethylene, 3 to 4 
c.c.; or chenopodium; 10 minims given three 
times at hour intervals for a total of 30 minims 
(2 c.c.); the carbon tetrachloride or tetra- 
chlorethylene to be given with salts, and the 
last dose of chenopodium to be followed one 
hour later by salts. 

The physician considers the patient for con- 
traindications. Those for carbon tetrachloride 
include: Ascariasis (eliminated in this case by 
a fecal examination negative for ascarid eggs), 
acute or chronic alcoholism, low blood calcium 
(largely a consideration of diet with reference 
to such things as milk; high carbohydrate and 
low meat diets appear to lessen the danger from 
this drug), and febrile conditions. No contra- 
indications are yet known for tetrachlorethy- 
lene, but there is one case on record of un- 
consciousness following its use on a syphilic 
patient twenty-eight years old and weighing 
100 pounds, so one may expect some such re- 
sult in some syphilitic cases. The contraindi- 
cations for chenopodium have been given. 

Having satisfied himself as to contraindi- 
cations, the physician gives the patient the 
same instructions as those given the first pa- 
tient. 


SCENE 3. ASCARIASIS AND ANCYLOSTOMIASIS 


A third patient enters. The laboratory re- 
port shows that this patient has both ascarids 
and hookworms. The physical condition of 
the patient is somewhat similar to that of the 
previous patient, but the symptoms are more 
marked as regards the general lowering of the 
physical and mental level of well being. 

The drugs that might be used are: A mix- 
ture of one part by volume of chenopodium 
and three parts of carbon tetrachloride or 
tetrachlorethylene, to be given in one 3 c.c. 
dose; or hexylresorcinol, 0.6 gram, followed by 
mineral oil, and treatment repeated in one to 
seven days. 

Contraindications for these drugs are as al- 
ready given, except that ascariasis as a con- 
traindication for carbon tetrachloride is dis- 
regarded when chenopodium is given with the 
carbon tetrachloride. 

Having satisfied himself in regard to con- 


a 
“4 
- 
e 


498 


traindications, the physician gives the patient 
the same instructions given the first patient. 


SCENE 4, TRICHURIASTS 

A fourth patient enters. The laboratory re- 
port shows that this patient has whipworms. 
The patient gives a history suggestive of some 
degree of appendicitis, with some pain and 
rigidity of the abdominal wall in the cecal re- 
gion. 

The drugs that might be used are: Leche de 
higueron, the sap or latex of a tropical fig, 30 
¢.c., given once or each morning for two or 
three days, followed one hour later by salts: 
or santonin with calomel, 1 to 2 grains of 
each, daily for a week, treatment to be given 
alternate weeks as long as fecal examination 
shows it to be necessary. Leche de higueron 
has the advantage that it almost always re- 
moves some whipworms at each dose, some- 
thing other drugs will not do, but has the dis- 
advantage that, although it is marketed with 
a preservative so that it can be obtained out- 
side of the tropics, where it is usually used 
fresh, it is not readily obtained and must be 
provided in advance of need for it. Whip- 


worms are very vulnerable to many drugs, but 


difficult to remove because of the difficulty of 
getting these drugs into the cecum in con- 
tact with the worms. The bulk of the dose of 
leche de higueron is probably responsible for 
its value, in that part of this large dose suc- 
ceeds in reaching the worms. The repeated 
doses of santonin, a drug which can be given 
in repeated doses because it is not an intestinal 
irritant, give some assurance that sooner or 
later some of the santonin will enter the cecum, 
and in time remove the worms. 

The physician considers the contraindications 
for these drugs. Special contraindications are 
not known for leche de higueron, but there 
has been at least one fatality from the use 
of this drug, so the general contraindications 
for anthelmintics are considered. The general 
contraindications include: Gastro-enteritis, 
febrile and debilitating conditions, extreme 
youth or old age, alcoholism, and pronounced 
chronic constipation. Contraindications for 
santonin have already been given. 

The patient is given the same instructions 
as were given the first patient. 


SCENE 5. OXYURITASIS 


A fifth patient enters. The laboratory re- 
port is negative for parasite eggs. The pa- 
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tient gives a history of anal pruritis, especia'ly 
pronounced at night, and is depressed and ir- 
ritable, partly as a result of the consequent 
annoyance, embarrassment and loss of sle«p. 
The physician takes the patient to his exami- 
nation room off the stage. Presently they re- 
turn. An examination has shown that the 
margin of the anus is red and congested, and 
has on it a number of pronounced red spots: 
a swab of the anal region and of the perineum 
anterior to the anus has shown the presence 
of the pinworm eggs, characteristically flat- 
tened on one side; and an enema has brought 
away some gravid female worms from the rec- 
tum. 

The selection of a drug to remove pinworms 
presents some difficulties, since not enough 
work has been done to ascertain definitely 
which drug is the most effective for the pur- 
pose, nor how effective are any of the drugs 
used. Hall and Augustine, in Nicaragua, re- 
moved 5.544 pinworms from a patient with 
a 4 cc. dose of tetrachlorethylene, an average 
of about ninety worms removed by each minim 
of the drug, 1,191 pinworms from another pa- 
tient with a 3 c.c. dose, an average of about 
twenty-six worms per minim, and smaller 
numbers from other patients with 3 and 4 c.c. 
doses. These findings indicate that this drug 
deserves further test and consideration along 
with the other drugs used to remove pinworms. 
These other drugs include: Santonin and calo- 
mel as for ascarids; aluminum acetate, 1 gm., 
t.id.; and bismuth subcarbonate, 5 gm., b.i.d. 
for five days, the treatment alternately sus- 
pended and repeated in five day series, for 
three series of treatments. 

Contraindications for aluminum acetate 
would include acute gastro-enteritis, or ne- 
phritis and other kidney diseases. In the doses 
employed, there appear to be no known con- 
traindications for bismuth subcarbonate. 

The physician elects to use tetrachlorethylene 
as the first line of treatment, and the patient 
is given the same instructions as the first pa- 
tient received. 


SCENE 6. STRONGYLOIDOSIS 
A sixth patient enters. The laboratory re- 
port shows the presence of Strongyloides 
larvae in the feces. The history of the pa- 
tient shows the presence of a diarrhea and 
some degree of neurasthenia. 
The one drug to be considered here, in the 
present state of our knowledge, is gentian vio- 
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let, to be given as an enteric-coated prepara- 
tion in doses of 1 grain, t.i.d. before meals, 
for one week. 

This drug affects the heart and blood ves- 
sels in the same manner as digitalis, and, for 
the time being, the same contraindications as 
for digitalis should be kept in mind, and the 
condition of the patient’s heart taken into con- 
sideration. 

The patient is given the medicine with in- 
structions as to how it is to be used, and is 
tol to report at the hospital daily for exami- 
nation. 


SCENE 7. TRICHINOSIS 

A seventh person enters, but this is not a 
patient. It is a relative of some sick indi- 
viduals, the sick persons being unable to come 
to the physician. According to this relative. 
the sick persons have a history of severe 
diarrhea following a big family dinner on the 
farm after hog-killing time about two weeks 
previously. Six of seven persons, excluding 
only the visitor to the physician, have had this 
diarrhea, and now they are beginning to com- 
plain of severe muscular pains, including pain 
in the eyes. The physician calls in an attend- 
ant and dispatches him to the family with 
instructions as to procedure. Meanwhile he 
continues to question the visitor. It develops 
that after killing a hog, the mother of the 
family made up a batch of farm sausage, sea- 
soning it to taste, and sampling the raw 
sausage repeatedly as she seasoned it. She is 
the sickest of all of the persons involved. The 
sausage was cooked, but as the family likes its 
sausage not too well done, it was not cooked 
very thoroughly. Everyone at the dinner par- 
took heartily of the sausage except the visitor 
who has some gastric ailment and has found 
that “sausage does not agree with her.” 

Presently the attendant comes in and re- 
ports. He has examined the sick persons and 
finds in some a marked suborbital edema. The 
temperatures ranged from 103° to 105° F. He 
has brought back some of the sausage. He 
has also taken blood smears from the patients, 
and on a rapid examination he finds in these 
a pronounced eosinophilia which he estimates 
at from 30 to 40 per cent. With several case 
histories of this sort and with these laboratory 
findings, all from one family, the physician 
sees no necessity for doing a Widal test for 
typhoid, or a harpoon test or examination of 
a large blood sample for trichina larvae. The 
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diagnosis is trichinosis, but as a final check he 
asks the attendant to make a microscopic ex- 
amination of the muscle fibers from a small 
sample of the sausage, holding the rest for 
digestion in pepsin and hydrochloric acid and 
subsequent examination if the microscopic ex- 
amination proves negative. The attendant 
goes out and presently returns with the infor- 
mation that the meat from the sausage shows 
an abundance of encysted trichinae, thus con- 
firming ‘he diagnosis. 

These cases will require nursing and svmpto- 
matic treatment, and we have no anthelmintic 
treatment which can be recommended as of 
known value. Even in the first stage of diar- 
rhea, while adult worms were present in the 
intestine, it would have been impossible to use 
any anthelmintic with any assurance that it 
was of value, as all careful tests of anthel- 
mintics on experiment animals in this stage 
of the disease have shown the drugs to be in- 
effective in removing them. At the present 
stage, with the larvae in the muscles, there are 
no known drugs even suspected of being ca- 
pable of killing these larvae. The period of 
greatest danger to these patients is sti!] ahead, 
death, in fatal cases, usually occurring between 
the fourth and sixth weeks. Treatment calls 
for the daily presence of the physician, and 
attention to such conditions as pneumonia and 
other complications as they develop. 


SCENE 8, TAENTASIS 

The seventh patient enters. His laboratory 
chart shows the presence of tapeworm eggs, 
evidently of a species of Zaenia, in the feces, 
and he gives a history of the presence of tape- 
worm segments found in the bed in the morn- 
ing and in his underwear when he removes it 
in the evening. He feels unwell, has some 
abdominal discomfort, and occasionally has 
the sensation of having stepped into an eleva- 
tor which abruptly goes down with him. He 
admits that he is fond of rare steaks and rare 
roast beef. The diagnosis is taeniasis, pre- 
sumably an infestation with 7'aenéa saginata, 
the beef tapeworm. 

The drugs to be considered in connection 
with tapeworm treatments include: carbon 
tetrachloride, administered in the same dose 
and manner as for hookworms; Tanret’s pelle- 
tierine, administered as directed on the label; 
and oleoresin of male fern, 1.5 to 2.5 fluid 
drams, 1, of the dose administered every fifteen 
minutes with 10 c.c. of castor oil each time, or 
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a saline purgative administered one hour after 
the last dose. Of these, carbon tetrachloride 
is the cheapest and the least nauseating, and 
is apparently as effective as the others against 
Taenia in man, although it is of no value 
against tapeworms in domesticated animals. 
Tanret’s pelletierine is the most expensive, is 
less nauseating than male fern, and is quite 
effective. 

The physician considers the contraindica- 
tions for these drugs as follows: Those for 
carbon tetrachloride as given. Those for Tan- 
ret’s pelletierine are those for anthelmintics in 
general. Those for male fern are gastro- 
enteritis, nephritis, febrile conditions, and 
preenancy. 

Having satisfied himself in regard to pos- 
sible contraindications, the physician gives the 
patient the same directions as were given the 
first patient, but in addition directs that the 
patient take a dose of Glauber’s salts, 30 c.c. 
of saturated solution, to which 60 c.c. of water 
is added, that evening, the object being to 
remove any mucus from around the head of 
the tapeworm if possible, thereby exposing it 
better to the action of the anthelmintic. 


SCENE 9. FILARIASIS (WUCHERERIA BANCROFTT) 

The eighth patient enters. The laboratory 
report shows the presence of the larvae of 
W. bancrofti in the patient’s blood at night. 
The patient has a history of having lived in 
the tropics. His legs are somewhat swollen and 
the skin on these parts is thickened, indurated, 
and more or less painful; some lymphangitis 
is evident. 

The physician has no established anthelmin- 
tic medication for this form of filariasis. Most 
of the drugs which have appeared to give good 
results have usually been found ineffective on 
further test, so far as the permanent disappear- 
ance of the larvae from the blood is concerned. 
However, clinical improvement has been re- 
ported after the following: Salvarsan, 0.3 gm., 
intramuscularly, once or twice; Phenokoll, 1 
gm., four times daily for three days, then a 
one-day interval, and treatment repeated for 
three days. Anything the physician may use 
must be on an experimental basis, not on an 
established basis. However, the symptoms of 
this form of filariasis appear to be due to a 
complex of worms weakening tissues and pro- 
ducing an environment favorable for bacteria 
and other microorganisms, and in this connec- 
tion great personal cleanliness, especially in 
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regard to the feet, including measures to kvep 
down and prevent fungous infections between 
the toes, and prompt and proper attention to 
injuries to prevent infection, appear to be of 
great value in keeping down clinical manifes- 
tations of the disease. 

In view of the experimental nature of treat- 
ment for this form of filariasis, our practi- 
tioner, who is not in a position to expend time 
on devising treatments for filariasis on the 
small number of cases he will ever see, makes 
recommendations for cleanliness and care, sug- 
gesting that if the symptoms become agegra- 
vated the patient return for consultation. 


SCENE 10. FILARTASIS (LOA LOA) 

The ninth patient enters. His laboratory 
chart shows the presence of the larvae of Loa 
Joa in the patient’s blood during the day. The 
history of the case shows previous residence in 
the tropics, and subsequently the occasional oc- 
currence of Calabar swellings, an ambulant 
edema occurring from time to time at different 
portions of the body, with some itching, and 
with a serpentine contour visible when this oc- 
curs at places where the skin is thin. 


No anthelmintic treatment has been estab- 
lished for infestations with this worm. Neo- 
salvarsan in ten treatments over a period of 
two months, the dose increased gradually from 
15 cgm. to 90 cgm., has been reported as effec- 
tive in one case, but “one swallow does not 
make a summer” in anthelmintic medication. 
Stibenyl is said to kill the worm, but more 
evidence is needed on this point. Occasionally 
the worm enters the eye and can be removed 
surgically. 

Under the circumstances, our practitioner 
sends the patient home with instructions to 
report any unfavorable developments, or any 
opportunity to remove the worm surgically 
when it may be accessible. 


SCENE 11. FILARIASIS (DRACUNCULUS 


MEDINENSIS) 
The tenth patient enters. The patient has 
a history of previous residence in the tropics, 
and the formation subsequently of an indurated 
cord on one leg. Recently a sore almost an 
inch in diameter has formed in this region, 
and an examination of this discloses in it the 
head of the worm. 
Novarsenobenzol is indicated for use in the 
destruction of this worm. It can be given by 
injection in four doses at eight-day intervals, 
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the initial dose being 15 cgm, and the subse- 
quent doses 30 cgm. This is said to be fol- 
lowed by abscess formation, with rapid and 
complete cure following the removal of the 
deal worms. Emily had good results with 
injection of 1:1000 corrosive sublimate solu- 
tion into the sore along the course of the worm, 
the worm being removed the next day. Béclére 
has removed one of these worms by the use of 
chloroform on it before attempting extraction. 

Novarsenobenzol must always be used with 
caution. Lesions of the heart, liver and kid- 
neys are contraindications, and some patients 
have an idiosyncratic intolerance. 

Our physician orders the patient to hos- 
pital for treatment the following day and as 
long afterward as necessary. 


SCENE 12. SCHISTOSOMTASIS 


The eleventh patient enters. The laboratory 
report shows the presence in the feces, but not 
in the urine, of schistosome eggs with a long 
lateral spine. The patient has a history of 
residence in Puerto Rico. No hematuria. The 
patient has had abdominal pain and dysen- 
teric symptoms, and is anemic and thin. 

There are three drugs available for treat- 
ment. Tartar emetic intravenously, or eme- 
tin hypodermically or intramuscularly, or 
Fouadin intramuscularly. For tartar emetic, 
a stock solution is made up at the rate of 1 
grain in 20 minims of distilled water; every 
other day doses are given of %4 grain, 1 grain, 
1% grains, 2 grains, 21% grains, and then 
2% grains, up to a total of 30 grains, if neces- 
sary, for one course of treatment; usually 20 
to 30 grains are necessary. Emetin is given 
in doses of 3 egm. hypodermically, b.i.d., for 
ten days, or %4 grain to 2 grains intramuscu- 
larly daily for three days, and then three times 
a week for three weeks. Fouadin is supplied 
in a 63 per cent solution in ampoules, and is 
injected intramuscularly as follows: 1st day, 
15 c.c.; Qnd day, 3.5 c.c.; 3rd day, 5 c.c.; 
every other day thereafter, 5 c.c., to a total of 
nine doses or 40 c.c., for the entire treatment. 

The physician considers as contraindications 
for tartar emetic the following things: Dis- 
eases of heart, lungs, kidneys or liver, and low 
metabolic conditions. He keeps in mind that 
reports show ten deaths in 1,000 treatments, or 
1 per cent. He considers as contraindications 
for emetin, heart diseases, especially those in- 
volving the myocardium. Both drugs are dis- 
tinctly toxic, and the injection of tartar emetic 
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calls for good technic and great caution. Tar- 
tar emetic is a local irritant and a depressant; 
emetin may cause diarrhea, neuritis, circula- 
tory failure, and toxic conditions. Kidney dis- 
eases may be contraindications for Fouadin. 
This patient is instructed to enter hospital 
the following day for a series of treatments. 


SCENE 13. FASCIOLOPSIASIS 

The twelfth patient enters. The laboratory 
examination shows the presence of large fluke 
eggs which might be those of Fasciolopsis 
buski. The patient has a history of residence 
in China. There is an evident anemia with 
some edema. He complains of generalized ab- 
dominal pain. The findings point to Fascio- 
lopsis as the cause of his troubles. 

The two drugs recommended for the re- 
moval of this fluke are carbon tetrachloride 
and Beta-naphthol, the former as for hook- 
worm, and the latter in a dose of four grams. 

An examination for contraindications adds 
to those for carbon tetrachloride, a considera- 
tion of malaria, anemia and pregnancy as con- 
traindications for Beta-naphthol. 

The patient is given the same instructions 
as those for the first patient. 


SCENE 14. CLONORCHIASIS 

The thirteenth patient enters. The labora- 
tory report shows small fluke eggs present in 
the feces. The patient has lived in China. He 
complains of abdominal discomfort and pain 
and diarrhea. On palpation there is a some- 
what enlarged liver. Moderate anemia and 
some icterus are evident. The case is diag- 
nosed as probably hepatic distomiasis due to 
Clonorchis sinensis. 

The preferred drugs for this treatment are 
the penta- and hexa-methyl rosanilins (gentian 
violet, crystal violet, and methyl violet). These 
are given in enteric-coated preparations, in 
doses of 30 mg. every other day for a total of 
not more than 300 mg. per kilogram of body 
weight; or may be given in 0.5 per cent solu- 
tion in amounts of 40 ¢.c, intravenously every 
other day for a total of not more than 6 grams 
of the dye. 

The contraindications considered by the phy- 
sician are those already given for gentian vio- 
let. Too heavy dose may prove fatal, and the 
patient is told to report at the hospital for 
his treatments in order to keep him under ob- 
servation by a daily check on his condition. 
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SCENE 15. LUNG FLUKE 

The fourteenth patient enters. His labora- 
tory chart shows the presence of fluke eggs and 
some blood in the sputum. The patient has 
lived in Japan, There is a history of hemop- 
tysis. The diagnosis is infestation with lung 
flukes, Paragonimus westermani. 

There is no established anthelmintic treat- 
ment for this condition and the only known 
treatment is symptomatic. 

The patient is given such treatment as his 
conditions warrant, given a regime intended to 
protect him against unfavorable developments, 
and told to report any unfavorable change in 
condition. 


SCENE 16. SOMATIC TAENTASIS 

The fifteenth patient enters. His laboratory 
examination shows nothing indicative of para- 
sitism other than a moderate eosinophilia. The 
patient complains of pain under the right 
shoulder and a sensation of weight in the 
hypochondrium. The liver is enlarged and 
readily palpable. When one hand is placed 
flat over it and struck with the other hand, 
there is a peculiar vibration which leads to 
a diagnosis of hydatid of the liver, this vibra- 


tion resulting from the motion set up in an 
elastic cyst filled with fluid. The patient ad- 
mits that he has kept dogs in the country and 
that they were allowed to feed on diseased vis- 
cera. 

There is no anthelmintic known to be effec- 
tive in killing larval tapeworms, whether 


hydatids or cysticerci. The only treatment, 
when treatment is necessary, as it is in the case 
of hydatid, is surgical. 

The patient is sent to hospital for confirma- 
tory diagnosis, and for operation if the diag- 
nosis is confirmed, and there are no contraindi- 
cations for the operation. 


Acr II. Treatment 
The action takes place in a hospital 


SCENE 1. ADMINISTRATION OF THE DRUG 

The patients enter one by one, and as each 
appears the physician questions him or her 
as to whether instructions have been carried 
out. Did the patient confine himself to the 
form of evening meal prescribed? Has he had 
any breakfast? Has he avoided alcohol, fats, 
oil, cream, butter, and similar things? Did 
the patient with a tapeworm and the consti- 
pated patients take the prescribed purgative ? 
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Has anything occurred overnight to alter the 
patient’s general condition, such as the oc- 
currence of fever, a malarial attack, etc.? If 
the patient, on close questioning, admits that 
he has disregarded instructions in any respect, 
or if any complications in his condition have 
arisen overnight, the patient is sent home with 
appropriate instructions as to what to do and 
when to report again. 

The patients who have followed instructions, 
and who are there for a treatment which will 
require only one day, are given the treatment 
which the physician has elected in the light 
of their physical condition, and in the dose 
appropriate to their condition, ages, etc., and 
are sent to rooms where they can lie or sit 
down as they find it most comfortable. Pro- 
visions are made for collecting all stools, as 
these are to be examined. They are told that 
they can have coffee if they feel the desire 
for it. Those who do not receive the purga- 
tive with the drug are told when to report for 
it, and those who are taking divided doses are 
told when to report for the next treatment. 


SCENE 2. THE CHECK ON PURGATION 


Since purgation is the most important of all 
our measures for the safety of the patient after 
anthelmintic treatment, all patients are told to 
report to the physician or a nurse at the end 
of four hours, at which time they are asked 
whether the bowels have moved. Meanwhile 
a check is made on the containers provided for 
feces, As the patients come in, the physician 
or nurse questions them on this point, and if 
the bowels have not moved the patient is given 
a dose of 90 c.c. of Glauber’s salt, equivalent 
to 30 c.c. of saturated solution to which 60 c.c. 
of water has been added, and the patient is 
told to return and report in another four 
hours. 

About one-fourth of the patients complain 
of having had symptoms of headache, nausea 
or dizziness, and these reports may be expected 
regardless of the drug used, but in the cases 
of those who have had a bowel movement, the 
symptoms have usually disappeared as soon as 
the bowels moved. These symptoms are com- 
monly present in a fourth or more of any 
series of patients treated with anthelmintics, 
and commonly disappear as soon as purgation 
occurs. One of the patients who has received 
santonin complains of yellow or green vision, 
but this will prove transient and need occasion 
no worry. 
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Four hours later, the patients report again 
to the physician or nurse. In one case there 
has been no bowel movement since the treat- 
ment was given. This patient is given an- 
other dose of salts and sent to a ward with 
a nurse or interne who is instructed to admin- 
ister an enema, use abdominal massage, and 
take any other measures necessary to ensure 
a prompt evacuation of the bowels. Until this 
is assured, there is some likelihood that the 
patient will develop unpleasant conditions, and 
may become another fatality. Where the pa- 
tients’ statement and a check on fecal contain- 
ers show that the patient has had an adequate 
bowel movement, and has developed no un- 
pleasant symptoms, and that the tapeworm pa- 
tient has now passed the tapeworm with the 
head, the patients are given instructions for 
the future. This includes instructions to re- 
port for another examination for parasites 
two weeks later. Since wandering larvae pres- 
ent in the body at the time of treatment, may 
return to the digestive tract and mature later, 
some patients are told that a reexamination 
two months later may also be necessary. 


Acr III. Proruy.axis 


The action takes place in the physician’s 
office, as in Act I 


SCENE 1. PROPHYLAXIS FOR PATIENTS 

Before leaving, the patients file through the 
physician’s office for advice as to preventing a 
recurrence of parasitism. 

Patient No. 1, case of ascariasis, enters. The 
physician advises this patient to be careful 
about contamination with ascarid eggs in soil 
in unsanitated rural districts, and about other 
possible sources of ascariasis. Exit patient. 

Enter patient No. 2, case of hookworm dis- 
ease. This patient receives somewhat the same 
advice as No. 1, with additional advice rela- 
tive to the danger of going barefoot on con- 
taminated areas, handling infected soil with- 
out gloves, and similar things. Exit No. 2. 

Enter patient No. 3, case of ascariasis and 
hookworm disease. This patient receives the 
same advice as Nos. 1 and 2. Exit No. 3. 

Enter patient No. 4, case of whipworm in- 
festation. He receives the same advice as 
No. 1. Exit No. 4. 

Enter patient No. 5, case of pinworm infes- 
tation. This patient requires a lot of advice 
and further attention from the physician. He 
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is told to use copious enemas every night be- 
fore retiring to remove the gravid pinworms 
which may be left and which will come to the 
rectum preparatory to migrating through the 
anus onto the perineum at night, or being 
passed in the feces, He is cautioned to bathe 
daily and to sleep by himself to avoid infecting 
others. His underwear, night clothes and bed- 
ding are to receive special attention in launder- 
ing, in order to destroy any pinworm eggs 
that may be present. If evidence of persist- 
ent pinworm infestation is found later, he is to 
return for further treatment. Exit patient 
No. 5. 

Enter patient No, 6, case of strongyloidosis. 
The patient receives the same advice as No. 
1, the ascariasis case. Also he will have to 
continue under treatment and report as in- 
structed. Exit No. 6. 

The trichinosis cases are not present for in- 
struction and some of them may not live to 
profit by good advice on the subject. Those 
who survive will probably be willing to eat 
no more pork that is not well cooked. The 
physician will also advise them to raise their 
pigs under the swine sanitation system in the 
future. Under this system the pigs are far- 
rowed in clean farrowing pens by sows which 
have been cleaned and put in the clean pens 
just before farrowing time, and moved to fields 
sown to forage crops and never used since that 
time by other pigs. Under these conditions, 
pigs will not eet rats, since the rats live around 
the cribs, outhouses and pens, and not in the 
fields; they will not eat other pigs, since farm- 
ers intelligent enough to use this system of 
raising pigs will not leave carcasses lying 
around; and they will not eat infected pork 
scraps because under this system they will not 
be fed table scraps, swill or garbage contain- 
ing such pork scraps. In this way they will 
be cut off from the known sources of infection 
with trichinae, this sanitation system being 
probably the best preventive measure for tri- 
chinosis that we have. 

Enter patient No. 7, case of tapeworm in- 
festation. By now this patient is probably in 
the mood either to have his steaks and roasts 
well cooked, or at least to see that they bear 
the stamp of Federal meat inspection or the 
stamp of some equivalent veterinary inspec- 
tion. Not every meat inspection stamp can be 
taken seriously as representing something bet- 
ter than a trivial and preposterous pretense at 
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inspection, so if the patient wishes to avoid 
more tapeworms and still eat rare beef, he 
should know something about how his beef is 
inspected. Exit No. 7. 

Our patients No. 8, case of Wuchereria ban- 
crofti, and No. 9, case of Loa loa, are home. 
The first will be told that if he returns to the 
tropics he is to beware of mosquito bites, since 
mosquitoes convey Wuchereria bancrofti, and 
the second will be told that under similar con- 
ditions he is to beware of the bites of such 
flies as Chrysops. 

Patient No. 10, case of dracunculosis, is still 
in hospital. He will be told that if he returns 
to any tropical area where the Guinea worm 
occurs, he is to avoid drinking water that 
might contain infested Cyclops, and avoid 
bathing in streams or lakes in infected areas. 
He will probably concur in both these sugges- 
tions. 

Patient No. 11, case of schistosomiasis, is in 
hospital. He will be told to avoid drinking 
water, other than boiled water, in infested 
areas, and to avoid bathing in streams or 
pools in such areas. He, also, will probably 
do this. 

Enter patient No. 12, case of fasciolopsiasis. 
He is told to avoid unboiled water and un- 
cooked vegetables in the countries where Fas- 
ciolopsis occurs, unless he is very, very sure 
that there is no chance of either of them being 
in any way contaminated with excrement, and 
that even then he had better avoid them. Exit 
No. 12. 

Patient No. 13, case of clonorchiasis, will be 
told not to eat uncooked fish, This will pro- 
tect him against CJonorchis and also against 
Diphyllobothrium latum and other undesir- 
able guests. 

Patient No. 14, case of lung fluke, is not 
present, He will be told in time that he should 
not eat raw crab meat. 

Patient No. 15 will be told, after his opera- 
tion, to treat his dogs with less familiarity, and 
to prevent their eating the raw viscera of ani- 
mals unless careful inspection shows the vis 
cera to be free from disease conditions. He 
may take this advice after his experience. 


SCENE 2. PROPHYLAXIS FOR PHYSICIANS 
As the last patient goes out, the physician 
draws a long breath, lights his pipe, picks up 
the telephone, and calls a number. “Hello, 
Bill. What about a game of golf? Good. Vil 
meet you at the club in twenty minutes. 
Right-o.” 
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Woman’s Auxiliary, 
to the 


Medical Society of Va. 


President—Mrs. WILLIAM Letr Harris, 1112 Matoaka 
Street, Norfolk. 

President-Elect—Mrs. JosepH BEAR, 3012 Monument 
Avenue, Richmond. 

Recording Secretary—Mrs. FLETCHER J. Wricur, 49 
South Market Street, Petersburg. 

Corresponding Secretary—Mrs. CHARLES A. SAUNDERs, 
1000 Gates Avenue, Norfolk. 

Treasurer—Mrs. REUBEN F. Simms, 2034 Park Ave- 
nue, Richmond. 


An Invitation te Richmond. 

If you have never been to Richmond, haven't 
you always wanted to come? And if you 
have been to Richmond, haven’t you always 
just /onyed to come back? Well, this is the 
time to make that dreamed of trip. In ad- 
dition to the lovely old landmarks of history 
and tradition you have seen before or read 
about, we are able now to visit lovely restored 
Williamsburg, with its governor’s palace and 
House of Burgesses standing again “with the 
glory that was Greece and the grandeur that 
was Rome.” Many of the beautiful old homes 
have been restored and they with their gar- 
dens are enchanting. The whole atmosphere 
is saturated with the spirit of two centuries 
ago, 

Only a few miles from Williamsburg is old 
Jamestown with its air of brooding sadness 
as one walks among the bits of construction 
which are all that remain of the efforts of 
those first brave men who came to Virginia. 

A trip to these interesting shrines is in- 
cluded in the entertainment being planned 
by the doctors’ wives of Richmond for the 
wives of doctors who will come to the South- 
ern Medical Association in November. Com- 
mittees have been busy with plans for weeks 
and a most cotdial welcome awaits you. We 
urge you to come. 

Sytv1a Burns Sancer, 
(Mrs. W. T. Sanger). 
Press Chairman of Womans’ Committee. 


ENTERTAINMENT For Lapties 
Plans for the entertainment of the ladies 
who will attend the Southern Medical Associa- 
tion in November have been occupying the 
minds of Richmond women for weeks. The 
program is a most interesting one. 
Mrs. Douglas VanderHoof will open her 
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home on Tuesday afternoon for a tea to be 
given in honor of the visiting women. The 
transportation is in charge of Miss Elizabeth 
Peple, who will be glad for volunteers who 
are willing to furnish and drive their cars. 


A luncheon has been planned for the women 
quests at the Jefferson Hotel on Wednesday, 
November 15th. All Richmond women are 
asked to secure their tickets before that date, 
is the committee must know in advance the 
pproximate number expected. Tickets for all 
rsons attending will be seventy-five cents. 


An entertainment of special interest is the 
trip to Williamsburg on Thursday, November 
16th. Jamestown will also be visited. This 
sight-seeing trip is in charge of Mrs. Francis 
W. Upshur. The guests will be furnished 
transportation by private cars. 


A golf tournament for the ladies will be 
held on Friday afternoon, November 17th. 
Those interested may communicate with Mrs. 
J. W. Hannabass, 3003 Seminary Avenue. 


The Woman’s Auxiliary to the Post-Gradu- 

ate Medical Society 

Met Wednesday, October 11th, with Mrs. 
Henry Martin Snead, President, presiding. 
This Auxiliary is planning a shower of hos- 
pital supplies from the churches in town for 
the first of the year. There was a donation 
from its treasury for blankets to meet an 
urgent need. Much interest was manifested 
ind there was good attendance at the meeting. 


Richmond News. 

The Richmond Auxiliary will again serve 
lunch for the five-point children who are an- 
nually given a trip to Richmond from their 
respective counties, in recognition of their 
superior physical fitness. This event is under 
the leadership of Mrs. John Weitzel, who will 
be happy for donations of food or help in 
serving this luncheon. More than one hun- 
dred were served at this affair last year. 


Auxiliary to the Norfolk County Medical So- 
ciety. 

The first meeting of the season was held Oc- 
tober 3rd. Delegates were appointed to at- 
tend the State Convention in Lynchburg, Oc- 
tober 24th. 


_ Mrs. Southgate Leigh read a very interest- 
ing report of the Woman’s Auxiliary meeting 
at Milwaukee, in June, when the American 


Medical Association met, The Seaboard Medi- 
cal Society will meet in Norfolk in December, 
and plans were made for entertaining the 
wives of the members at that time. 


A drive to get subscriptions to Hygeta will 
be put on before the State meeting. The Aux- 
iliary has endeavored to obtain pictures of all 
past-presidents of the Norfolk Medical So- 
ciety, to be used in the Medical Hall. These 
will be hung very soon. The Auxiliary has 
also gotten draperies for the windows, thus 
adding a great deal to the appearance of the 
room, 


Book Announcements 


Food, Nutrition and ‘Health. By E. V. McCOLLUM, 
Ph. D., Se.D., and J. ERNESTINE BECKER, M. A., 
Professor, and Associate, of Biochemistry, School 
of Hygiene and Public Health, Johns Hopkins 
University, Baltimore, Md. Third Edition. Re- 
written. Published by McCollum and Becker, 
Baltimore, Md. 1938. 12mo. of 146 pages. Cloth. 
Price $1.50 postpaid. ; 


Procedures in Tuberculosis Control for the Dispen- 
sary, Home and Sanatorium. By BENJAMIN 
GOLDBERG, M. D., F. A 
Associate Professor of Medicine, University of 
Illinois; etc. With a Chapter on Sanatorium 
Planning by THOMAS B. KIDNER, New York, 
and An Introduction by DAVID J. DAVIS, M. D., 
Ph. D., Dean of the College of Medicine, Univer- 
sity of Illinois. Octavo of 373 pages. Fifty-four 
illustrations. Philadelphia, F. A. Davis Company. 
1933. Cloth. Price $4.00 net. 


Food in Health and Disease. Preparation, Physio- 
logical Action and Therapeutic Value. By KATH- 
ERINE MITCHELL THOMA, B. A., Director of 
Dietetics, Michael Reese Hospital, Chicago. Phila- 
delphia. F. A. Davis Company. 1933. Octavo of 
370 pages. Cloth. Price $2.75 net. 


The Technic of Local Anesthesia. By ARTHUR E. 
HERTZLER, A. M., M. D., Ph. D., LL. D., F. A. C. S., 
Professor of Surgery in the University of Kansas; 
Surgeon to the Halstead Hospital, Halstead, 
Kans.; ete. Fifth Edition. St. Louis. The C. 
V. Mosby Company. 1933. Octavo of 292 pages. 
With 148 illustrations. Cloth. Price $5.00. 


Surgery of the Stomach and Duodenum. By J. 
SHELTON HORSLEY, M. D., F. A. C. S., LL. D., 
Attending Surgeon, St. Elizabeth’s Hospital, Rich- 
mond, Va. St. Louis. The C. V. Mosby Company. 
1933. Octavo of 260 pages. With 136 illustrations 
by Miss Helen Lorraine. Cloth. Price, $7.50. 


Nervous Breakdown: Its Cause and Cure. By W. 
BERAN WOLFE, M. D., Director the Community 
Church Mental Hygiene Clinic, New York. Farrar 
& Rinehart, Inc. New York. 1933. Octavo of 
240-xv pages. Cloth. Price, $2.50. 
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Editorial 


The Internist and the Psychiatrist. 


The Internist as His Own Psychiatrist is the 
title of a discussion by Dr. Alfred Stengel, of 
Philadelphia, read at the Montreal meeting of 
the American College of Physicians, February 
last, that supports an important conception in 
present-day adjustments of medical practice. 
Here one finds a general urge that the in- 
ternist arouse himself to a new interest in the 
brain manifestations of general diseases. The 


tardiness in appreciation and study on the part. 


of the general clinician of the display of 
psychic disturbances of general disease is in- 
deed apparent. Whether this is entirely a 
fault to be laid at the door of the internist 
is a question that should be discussed pro and 
con. Often, it may be true, that as soon as 
some brain disturbance appears in sympto- 
matology, whether it be delusions, hallucina- 
tions, delirium, or ravings, the picture becomes 
so predominatingly psychic that psychiatrists 
seem more required than the clinician, But 
is this true? Modern medicine recognizes the 
reciprocal relations of general medicine and 
manifestations in psycho-neurologic conditions. 
Psychiatry and neurology have built up a large 
and impressive field of knowledge. In termi- 
nology, in diagnosis, in physiology, in pathol- 
ogy, and in amplifications of the vast field of 
insanity and sub-normal mentality, this great 
field of medicine has amassed rich findings. 
There must be no back-step in this progress 


and every relationship that will tend to in- 
crease and add to new methods of treatment 
must be encouraged. It seems to be obvious, 
however, that internal medicine must move 
forward a bit beyond the dominating influences 
of the school of thought that limits its action 
to the passive ground of pathological anatomy. 
Internal medicine must more eagerly grasp the 
early signs of disease as projected upon the 
clinical screen by disturbances of body chem- 
istry and physiology. Internal medicine must 
swing away somewhat from the rockbound 
morphological conception and move with free- 
dom in the upper strata of modern clinical 
physiology. In such a fashion it may be pos- 
sible for the disorders of the blood, that course 
the upper reaches of the cerebral circulation 
bathing the gray cells of the brain, loaded with 
the toxins incident to an advanced nephritis, 
for instance, to be interpreted in relation to 
general disease. 


Space does not permit of elaboration here 
but the Stengel article bears out the contention 
with convincing clearness that “the physician's 
relation to all nervous and mental backgrounds 
of disease, as well as the psycho-neurologi¢ 
consequences of disease falling under his care” 
is a real need of the day and times in modern 
medical practice. In the by effects and com 
plications of such diseases as pneumonia, 
typhoid fever, “cardiac psychoses,” cerebral 
arteriosclerosis, gout, drug effects and addic- 
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tions, nephritis, endocrine disturbances, and 
pathological changes, and in syphilitic pathol- 
ogy, one may find for the general physician 
frequent possibilities for an urgent, early un- 
derstanding of mental and neurological symp- 
toms. A. G. B. 


Our New President. 


When it became officially known that the 
Medical Society of Virginia had chosen Dr. 
Robley Dunglison Bates as its president-elect, 
there was ample cause for general satisfaction ; 
the Society, by this action, assured 
itself of having as its leader a man 
fully deserving of the honor 
accorded him, and a man 
whose record completely jus- 
tified its decision. 

Dr. Bates was born in 
King and Queen 
County, Virginia, of a 
distinguished and 
widely known family. 
His father and two of 
his uncles were doctors, 
and it would seem, 
then, that tradition de- 
manded his studying 
medicine. He obtained 
his elementary instruc- 
tion from a private 
tutor and his academic 
education at Aberdeen, 
King and Queen County, 
Virginia. In 1902 he be- 
gan the study of his profes- 
sion at the Medical College 
of Virginia from which he grad- 
uated in 1906. There, his ability 


as a student and leader was fully 
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although in subsequent years he was afforded 
many opportunities to leave rural practice for 
more remunerative work, he never left the place 
of his birth. 

Dr. Bates is a devotee of the idea of post- 
graduate work for the practicing physician 
and is of the opinion that it is probably the 
most important problem of organized medicine 
at this time. A firm believer in organized 
medicine, he is an active member of a number 
of societies. He has been affiliated with the 
Medical Society of Virginia and the Ameri- 

can Medical Association since 1907, 
and with the Southern Medical 

Association for many years. He 
was active in the founding of 
the Mid-Tidewater Society 
and has been a member of 
that group since its con- 
ception, serving at one 
time as its president. 

Dr. Bates has filled 
during his career many 
positions of impor- 
tance. He has repre- 
sented his District in 
the Council of the 
Medical Society of Vir- 
ginia for a number of 
years, was a member of 
the Medical Advisory 
Board during the 
World War, and is now 
a member of the State 
Board of Medical Exami- 
ners. He has also been ac- 
tive in local affairs and is 
the present president of the 
Bank of Essex. 

It is, then, with some pride that 


recognized; in his junior and senior President, Medical Society of the Society points to Dr. Bates as 


years, he served as an instructor in 
anatomy, and in his last vear was elected presi- 
dent of the student body. 

Upon graduation, the possibility of greater 
financial recompense in urban practice did not 
lure him from his “native heath,” for he re- 
turned to King and Queen County and there 
became engaged in rural practice, doing gen- 
eral medicine and obstetrics. Here, by his per- 
severance, skill, and diligence, he soon made 
for himself an enviable reputation and en- 
deared himself to all with whom he came in 
contact. It is characteristic of Dr. Bates that. 


Virginia. 


its president. He is a man who has 
fulfilled the ideals of his profession, never 
shirking a duty, and practicing his profession 
with the aim of doing the greatest . possible 
good. The Medical Society of Virginia has 
made an excellent choice. 


Specialists in Pathology and Clinical Pathol- 
ogy. 

The technician in the laboratory of the medi- 
cal offices, in hospital laboratories, even in semi- 
professional institutions or offices, has become 
very popular. Under the pressure of modern 
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progress, the so-called technician in pathology 
and clinical diagnosis has become a sort of fix- 
ture in medical practice. Doubtless this ar- 
rangement has been an aid to modern medicine, 
but it has also naturally brought certain un- 
toward effects that need correction. It is prob- 
ably in answer to this demand that the Ameri- 
can Medical Association, for seven years, has 
been studying the question of the qualifications 
of the pathologist for approved laboratories. 
Lists of approved laboratories have been pub- 
lished and members of the Society and read- 
ers of the journal have been urged to patronize 
laboratories under the direction of the accept- 
able directorship. A list of pathologists and 
clinical pathologists has been prepared. The 
education, training and experience of these 
pathologists and clinical pathologists has been 
investigated and the names have been listed by 
such investigation. In this way both labora- 
tories and directors have been listed as measur- 
ing up to the requirements. It may be appro- 
priate for readers of this journal to familiarize 
themselves with these requirements of the 
American Medical Association. 

The essentials* for testing of physicians 
specializing in pathology and clinical pathol- 
ogy follow: 

“Definition—A_ physician holding himself 
out as a specialist in pathology may be de‘ined 
as follows: One who is a graduate in medicine 
having had satisfactory training and experi- 
ence in pathology, chemistry, bacteriology or 
other allied subjects for at least three years 
subsequent to graduation, who is in good stand- 
ing and has been duly licensed to practice 
medicine, 

“Qualifications—(a) The pathologist shall 
be on a full or part time basis with a labora- 
tory for the practical application of one or 
more of the fundamental sciences by the use 
of specialized apparatus, equipment and 
methods, for the purpose of ascertaining the 
presence, nature, source and progress of dis- 
ease in the human body. He should devote 
the major part of his time to work in this 
field. 

“(b) Pathology should be practiced on the 
same scientific and ethical basis, whether in the 
hospital or in a detached laboratory. The 
work represents the practice of medicine as in 
other specialties. 

“The pathologist may make diagnoses only 
when he is a licensed graduate of medicine, has 


*J. A. M. A., October 14, 1933, pg. 1233-34. 
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had satisfactory training and experience in 
pathology for at least three years subsequent 
to graduation from medical college, is rea-on- 
ably familiar with the manifestations of <is- 
ease, and is competent to make reliable reports, 

“(¢) Assistant: The pathologist may |:.ave 
a corps of qualified assistants and technicisns, 
responsible to him, and for whom he is re- 
sponsible, to carry out promptly, intelligently 
and accurately the several kinds of service the 
laboratory offers. All their reports, not only 
of tissues but also of all bacteriologic, hemato- 
logic, biochemical, serologic and _ pathologic 
data, should be made to the pathologist. 

“Scope-——A general pathologic laboratory 
should be prepared to render the following 
services : 

“(a) Hematologic: Blood counts, blood 
groupings and coagulation tests, and tests for 
blood parasites :in general. 

“(b) Biochemical: Qualitative and quanti- 
tative analyses of urine, blood, gastric contents, 
body fluids, feces, intestinal contents and cere- 
brospinal fluids; renal and hepatic function 
tests and basal metabolism. 

“(e) Bacteriologic: Bacteriologic diagnoses; 
preparation of vaccines and blood and body 
fluid cultures. 

“(d) Serologic: Serologic diagnoses; agglu- 
tination, complement fixation, or precipitin and 
lysis tests. 

“(e) Pathologic: Preparation of paraffin, 
celloidin or frozen sections, microscopic and 
gross pathologic specimens and necropsies. 

“(f) Parasitologic: Protozoal and zoologi- 
cal diagnoses. 

“(q) Metabolic: Disorders of metabolism. 

“(h) Cardiologie: Disorders of the heart. 

“It is of course not expected that the can- 
didate shall be prepared to render all the serv- 
ices mentioned, since the work must neces- 
sarily be diversified in larger laboratories and 
in smaller laboratories it is not always prac- 
tical to have equipment and setups that would 
be used only occasionally. Since many pathol- 
ogists limit their work to one branch of the 
specialty, referring certain items, far more 
efficiency is to be expected. 

“Reports.—Reports should be made solely to 
the physician in charge of the patient and 
should be signed by the pathologist. All blanks 
and reports should have the name of the di- 
rector printed on them and, if of a diagnostic 
or prognostic character, the name of the staff 
physician also. 
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“7?ecords—F ull records of all examinations 
made by the pathologist, suitably indexed and 
filed. are essential. Every specimen analyzed 
in the laboratory should be given a serial num- 
ber. which should follow that specimen in the 
records and reports. When the laboratory re- 
port concerns a hospital patient, an exact tran- 
script of the laboratory record should be ap- 
pended to the hospital case record. Each speci- 
men submitted to the laboratory should be ac- 
companied by pertinent clinical data. 

“Library—rThe laboratory should be pro- 
vided with, or have convenient access to, a 
library including current scientific books and 
journals on all the various subjects required 
in its work. 

“}’ees—There should be no dividing of fees 
or rebating between the laboratory or its 
pathologist and any physician, corporate body 
or group. 

“Publicity—Publicity should be in profes- 


sional good taste and be limited to statements 
of fact, as the name, address and telephone 
number of the laboratory; names and titles of 
the pathologist and other active responsible 
personnel; fields of work covered ; office hours: 
directions for sending specimens, and the like, 
and should not contain misleading statements 
or claims of unusual superiority. It should 
not advocate medical fads nor lay undue stress 
on the importance of laboratory observations. 
“Only the names of those rendering regular 
service to the laboratory should appear on let- 
terheads, or any other form of publicity, as 
being connected with the laboratory. 
“Advertising matter should be directed only 
to physicians either through bulletins or 
through recognized technical journals, and 
never to the nonprofessional public, as, for ex- 
ample, by announcements in popular journals 
and periodicals, circulars, pamphlets, telephone 
lists or other means.” A. G. B. 


Department of Clinical Education 
OF THE MEDICAL SOCIETY OF VIRGINIA 


Speakers For Pediatric Programs. 

Last vear the Department of Clinical Edu- 
cation issued an eight-page leaflet listing the 
names of sixty-two physicians who agreed to 
serve as speakers for scientific programs of 
local medical societies. The Department of 
Clinical Education has now endorsed the pro- 
posal of the Pediatric Society of Virginia that 
special emphasis should be put upon pediat- 
ries clinics. Members of the Pediatric So- 
ciety who have volunteered to serve when re- 
quested on the programs of local societies con- 
stitute a supplementary list to be added to the 
earlier leaflet on “Speakers for Educational 
Meetings.” Besides emphasizing pediatrics in 
regular society programs, the Department of 
Clinical Education plans to attempt, if re- 
sources can be secured, an experimental pro- 
gram of post-graduate pediatric classes simi- 
lar to those which have been conducted in the 
field of obstetrics. 

_ The cooperating members of the Pediatric 
Society, with the topic preferences expressed 
by some of therh, follow: 


Dr. Charles E. Conrad —--.----------- Harrisonburg 
Portsmouth 


me Mower Roanoke 


“Allergic Manifestations in Children.” 

De: W. Ambrose MeGee Richmond 


“Importance of Body Build in Determining Ideal 
Weight.” 

“Comparative Value of the Schilling Differential 
Blood Count. Sedimentation Rate and Lympho- 
cyte-Monocyte Ratio in Tuberculosis of Child- 


hood.” 
William Mellwaine Petersburg 


A subject of practical value to be selected by 
the society. 
Dr. Samuel Danville 
“The Minimum of Laboratory Procedure in Mod- 
ern Pediatrics.” 
“Lumbar and Practical Spinal Fluid Examina- 
tion.” 
“Tuberculosis in Infancy and Childhood.” 
“Intravenous Therapy in Infants and Children— 
with Special Consideration of Blood Trans- 
fusion.” 
“Pneumonia in Children.” 
“Infant Feeding.” 
“Diabetes in Young Children.” 
“Cerebral Hemorrhage.” 
“Infant Feeding.” 
Dr.. West Norfolk 


Gro. W. Evurster, Fwvecutive Secretary, 
Department of Clinical Education. 
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The Seventh Circuit of Post-Graduate Classes 
in Prenatal and Postnatal Care. 

The classes established in the seventh circuit 
of courses conducted by Dr. M. E. Lapham, 
Field Clinician of the Joint Committee on Pre- 
natal and Postnatal Instruction, are located in 
Martinsville, Danville (two classes, one a spe- 
cial class for Negroes), Chatham and South 
Boston. The enrollment through the first four 
meetings of each class has reached a total of 
fifty-four. In addition, twenty-three visitors 
attended one or more meetings of the groups. 
Judging from early reports, the classes in these 
centers, which will finish the work of the Joint 
Committee through the entire southern part 
of the state, are accomplishing the usual suc- 
cessful results set as a standard by the thirty- 
three classes which Dr. Lapham has completed 
during his year and a half of service. 

Newly reported members and visitors to the 
classes are as follows: 

Martinsvitte. Additional enro!lments: Drs. 
D. O. Baldwin, G. P. Dillard, L. C. Haley. 
J. B. Ray, J. E. Richardson, J. T. Shelburne, 
E. N. Shockley, J. W. Simmons, C. W. Thomas 
and L. P. Williams. Visitors: Drs. D. L. 
Fleshman, R. E. Lee, William Wilson. Total 
enrollment—17. 

CuatHaM. Enrollments: Drs. J. C. Ander- 
son, Jr., C. C. Grove, Sam Reynolds and W. H. 
Walcott. Visitors: Drs. A. M. Owen, O. L. 
Ramsey, W. J. Wigington, Ray Moore and 
W. A. Brumfield. 

Danvittz. Additional enrollments: Drs. 
R. W. Garnett, H. A. Wiseman and C. R. 
Wharton. Visitors: Drs. W. S. Robertson and 
J. McG. Robinson. Total enrollment--17. 

Danvittr (Colored). Enrollments: Drs. J. 
L. Harris, L. D. Keene, C. A. Luck, J. A. Luck 
and A. L. Winslow. Visitor: Dr. J. I. 
Cornitcher. 

Sourn Boston. Additional enrollments: 
Drs. J. D. Hagood, John A. Owen, L. H. 
Hoover and C. B. White. Visitors: Drs. A. 
P. Bohannon and Eastlake. Total enrollment 
—11. 


Final Report on Sixth Circuit. 

The six classes completed by Dr. Lapham 
during September in Tazewell, Lebanon, Bris- 
tol, Abingdon, Marion and Richlands have 
elicited from the physicians enrolled comment 
remarkably in keeping with that of their col- 
leagues who have preceded them in this study. 
On both signed and unsigned questionnaires 
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thirty-one of the thirty-two physicians r:ply- 
ing rated the lectures of the course as « ther 
excellent or good. Fifteen of twenty-five re- 
plies rated the clinics as excellent or ood, 
Thirty, all who replied to the question, ‘esti- 
fied that the course was worth the cost in time 
and money, and twenty-six indicated their de- 
sire for similar instruction in other braiches 
while two did not favor further courses, 
Pediatrics, with ten first choices, again led the 
list of subjects preferred, followed by geieral 
medicine with seven. 

The tabulated report of enrollments, visitors 
and attendance for the meetings of these six 
classes is as follows: 


Visitors Attendance 
No. Present Average Per Cent 
11 8.4 73.0 
2 58.8 
23 73.3 
Abingdon 11 8 
Marion 5 
Richlands ---- 1 


63 48 71.6 


Future Circuits of Post-Graduate Courses. 

The Medical Association of the Valley of 
Virginia at its meeting in Winchester on Sep- 
tember 28th endorsed the organization of Dr. 
Lapham’s classes in the northern part of the 
Valley, beginning probably in March. It is 
anticipated that this ninth circuit will estab- 
lish centers of instruction in Rockingham, 
Shenandoah and Frederick Counties with one 
or two extra centers in neighboring counties 
as the convenience of the physicians may dic- 
tate. 

For the eighth circuit starting in January, 
the Joint Committee has tentatively assigned 
Dr. Lapham to the Peninsula from Richmond 
and vicinity to Hampton. The Executive Com- 
mittee of the Richmond Academy of Medi- 
cine has already approved the organization of 
a class for the Negro physicians of Richmond. 

At its meeting on October 5th in Clifton 
Forge the possibility was presented to the 
Alleghany-Bath County Society of arranging 
one or two groups of physicians, perhaps in 
Clifton Forge and Covington or alternating 
between the two cities for either two weeks or 
a month of intensive work. 


68.1 
75.8 


76.6 


Component Societies Vote Approval of the 
Joint Committee’s Program. 
The Joint Committee on Prenatal and Post- 
natal Instruction was required, when the Medi- 
cal Society of Virginia established it, to organ- 
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ize its classes in a community only after they 
had been approved by the local society. In 
conformity with its requirement, information 
has been given by members and agents of the 
Joint Committee to about fifty local medical 
societies and special groups of physicians. 
Thirty-two of the societies have voted their ap- 
proval of the program, unanimously in every 
case so far reported except one. Eleven of 
the smaller county societies adjacent to the cen- 
ters of instruction have been represented in 
the membership of the classes, Eliminating 
these, which have taken no group action on the 
program, of the forty-nine component societies 
listed in the directory of the Medical Society 


of Virginia, the thirty-two which have ap- 
proved this work constitute almost exactly 
two-thirds of the organized units in the state. 
In addition, thirteen especially called groups 
of physicians in counties without a local or- 
ganization have endorsed the program. Alone 
among the societies which have been asked to 
consider and vote upon this method of post- 
graduate medical education, the Mecklenburg 
County Society, at its meeting on September 
26th, by a vote of seven to six withheld its 
approval. 


Gro. W. Eurtster, Secretary, 
Joint Committee. 


Proceedings 


of Societies 


The Roanoke Academy of Medicine 

Held its first meeting for 1933-24 on Mon- 
day evening, October 2nd, in the Ballroom of 
the Elks Club. This was a dinner meeting 
and the officers for the coming year were 
elected as follows: Dr. E. C. Ambler, Presi- 
dent, Dr. George Hurt, first Vice-President, 
Dr. Paul Davis, second Vice-President, Dr. 
Mortimer H. Williams, Secretary-Treasurer. 

The following were elected as members of 
the Executive Committee: Drs. C. E. Conduff, 
L. G. Richards, W. P. Jackson, W. W. S. But- 
ler, Jr., and Fred Hamlin. 

The following were elected as members of 
the Judiciary Committee: Drs. S. B. Cary, A. 
P. Jones, J. M. Bishop, C. A. Young and 
Roger DuBose. 

Dr. W. W. S. Butler, Jr., read a paper on 
“Roentgen Ray Aids in the Management of 
Cases With Prostatic Enlargement.” 


The Mid-Tidéwater Medical Society 


Held its regular quarterly meeting at Millers 
Tavern, Va., in October, Dr. J. Blair Spencer, 
Gloucester, presiding. Papers were presented 
by Drs. Howard R. Masters, A. I. Dodson and 
D. S. Daniel, all of Richmond. 

At the business session, Dr. R. R. Hoskins, 
Mathews, was installed as president for the 
coming year, and the following officers were 
named: President-elect, Dr. E. L. W. Ferry, 
Millers Tavern: vice-presidents (one from each 
tountv), Dr. E. T. Sandberg, Mathews; Dr. 
Jams W. Smith, Gloucester; Dr. W. E. Crox- 


ton, West Point; Dr. J. M. Gouldin, Tappa- 
hannock; Dr. M. H. Eames, Quinton; Dr. L. 
O. Powell, Seaford; Dr. E. C. Cobb, Ruthers 
Glen; Dr. H. F. Hoskins, Saluda; secretary, 
Dr. M. H. Harris, West Point; treasurer, Dr. 
James D. Clements, Ordinary. Both of the 
last named were re-elected. It was decided to 
hold the January 1934 meeting at West Point, 
Va. 


Post-Graduate Medical Society of Southern 

Virginia. 

There was a clinical meeting of the physi- 
cians of the fourth councilor district in con- 
junction with the regular meeting of this So- 
ciety in Petersburg, on October 17th, under the 
presidency of Dr. W. W. Seward, of Surry. 
The doctors in each county included in this 
district elected delegates to the State Society 
meeting at this time. Dr. W. M. Bowman, 
Petersburg, read a paper on Modern Methods 
of Birth Control and there was a symposium 
on Heart Diseases by Dr. J. E. Wood, Jr., Uni- 
versity, and Drs. D. G. Chapman and J. M. 
Bailey, of Richmond. Dr. Frank Johns, of 
Richmond, also read a paper on Extra-Uterine 
Pregnancy. All were freely discussed. Ap- 
proximately one hundred physicians registered 
attendance. 

Dr. W. D. Prince, Stony Creek, was elected 
president for the coming year; Drs. E. L. Ken- 
dig, Victoria, and J, A. B. Lowry, Crewe, vice- 
presidents; Dr. Herbert C. Jones, Petersburg, 
secretary-treasurer; and Dr. Wright Clarkson, 
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Petersburg, chairman of the Steering Com- 
mittee. The Board of Censors includes Dr, T. 
F. Jarratt, Jarratt; C. S. Dodd, Petersburg, 
and W. D. Prince, Stony Creek; and the Pub- 
lic Health and Legislation Committee is com- 
posed of Drs. J. Bolling Jones, Petersburg; 
W. M. Phipps, Hopewell, and D. C. Mayes, 
Church Road. 


The Southwestern Virginia Medical Society 

Held its regular semi-annual meeting in 
Wytheville, September 15th, under the presi- 
dency of Dr. J. A. Noblin, of East Radford. 
Dr. Harry Bachman, Bristol, is secretary. 
The meeting opened with a luncheon at the 
George Wythe Hotel, following which papers 
were read by Drs. W. W. S. Butler and C. H. 
Peterson, Roanoke; Dr. James King, Radford ; 
Dr. L. E. Starr, Blacksburg; Dr. Alfred P. 
Jones, Roanoke; Dr. E. G. Gill, Roanoke; and 
Dr. A. M. Showalter, Christiansburg. After 
a banquet in the evening, the President gave 
his address, and papers were presented by the 
invited guest, Dr. J. B. McElroy, Memphis, 
Tenn., and Dr. James H. Smith, Richmond. 

The next meeting will be held in the Spring 
of 1934. 


Alleghany-Bath County Medical Society. 

At a meeting held in Clifton Forge, October 
dth, Drs, Greer Baughman, Dean B. Cole, and 
R. Finley Gayle, Jr., all of Richmond, were 
guest speakers. 
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The South Piedmont Medical Society. 

At the April meeting of this Society, t! e fol- 
lowing officers were elected: President, |)r, F. 
O. Plunkett, Lynchburg: vice-president-. Drs, 
G. T. Harris, Madison Heights; H. W. Prit- 
chett, Danville; W. C. Brann, South Bvston; 
W. R. Martin, Charlotte C. H.; T. G. Tardy, 
Farmville; and Ray A. Moore, Farmville; and 
secretary-treasurer, Dr. George A. Stover (re- 
elected), South Boston. 

The Fall meeting will be held in Danville, 
November 28th, at which time a symposium 
on “Diseases of the Liver and Gall-Blacdder” 
will be presented. 


The Clinch Valley Medical Society 

Held its regular meeting in Tazewell, Sep- 
tember 30th. About fifty members were in at- 
tendance. Interesting papers were read by Dr, 
L. C. Harshbarger, Norton; Dr. Littleton 
Davis, Roanoke; Dr. Roger H. DuBose, 
Roanoke; and Dr. Wade H. St. Clair, Blue- 
field, W. Va. 

The following officers were elected for the 
ensuing year: President, Dr. J. M. Dougherty, 
Nickelsville; vice-presidents, Drs. .J. H. Hagy. 
Imboden, and S. O. Massey, Amonate; and 
secretary-treasurer, Dr. C. B. Bowyer (re- 
elected), Stonega. 

Norton was selected as the next place of 
meeting which is to be in April. 


News 


Notes 


Medical Society of Virginia. 

As we go to press, the sixty-fourth annual 
meeting of the Society is being held in Lynch- 
burg, under the presidency of Dr. J. Carroll 
Flippin, of the University of Virginia. Dr. 
R. D. Bates, Newtown, succeeds to the presi- 
dency at this time. 

A full report of the meeting will appear in 
the December issue of the Monrniy. By 
telegraphic communication, however, we an- 
nounce that Dr. Francis H. Smith, Abingdon, 
Va., has been named president-elect. 


Welcome to Richmond for the Southern 
Medical Association Meeting! 
With every prospect of a banner meeting, the 
Southern Medical Association moves on to 
Richmond for its next annual convention, be- 


ginning on the 14th and extending through the 
17th of November. 


Probably at no time in the history of the 
nation has solidarity of effort and thorough 
accord of spirit been more necessary than at 
this moment when the clouds of the devastating 
depression seem to be breaking. The physi- 
cians of the South, always alert to oppor- 
tunities and obligations, can “do our part” 
just now in no more effective way than by 
bringing to one another the stimulus that flows 
from the companionship, from the broaden- 
ing of ideas, from the actual dissemination of 
new thought that always mark the sessions of 
this great organization. 


It seems fitting that this girding of the medi- 
cal forces of the South for the New Day that 
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is dawning should occur in the capital of the 
Old Dominion, the focal point of so many 
stirring events in the history of the United 
States. Today a metropolitan area of wide di- 
mensions and a medical center of real note, 
Richmond, of a yesterday that reaches back 
to the dawn of English occupancy of this con- 
tinent, is filled with memorials of great names 
and vreater deeds that, along with its natural 
beauties, lend it a lure, a charm equaled by 
few other American cities. To these physical 
and historic embellishments it adds a warmth 
of hospitality that assures a genuine and win- 
ning welcome to our Association. 

In behalf of the profession in this city as 
expressed by your host, the Richmond <Aca- 
demy of Medicine, we extend to the physicians 
of the South cordial greetings and expression 
of our earnest desire to have you with us dur- 
ing these notable sessions. General and sec- 
tional programs have been admirably arranged 
and the clinics and scientific exhibits will offer 
demonstrations of lively interest. Local com- 
mittees will spare no effort to contribute to the 
comfort and convenience of the delegates and 
such guests as may accompany them. The so- 
cial diversions offered by the city will be very 
engaging and the points of interest here and 
in the surrounding territory will lead you into 
many delightful byways. Let us hope, then, 
to see you among this great host. It will be 
our pleasure to solve your problems of trans- 
portation, of hotel reservations, or of anything 
else that may be bothering you. If you have 
established no other contacts, the undersigned 
will be very gratified indeed to receive your 
communication and direct it into the proper 
channel for immediate action. 

Josep F. Getsincer, M. D., 
Chairman, Publicity Committee, 
Stuart Circle Ilospital, Richmond, Va. 


The Women Physicians of the Southern 

Medical Association 

Will hold their nineteenth annual meeting at 
the Gypsy Tavern, Boulevard and Grace 
Street, Richmond, Wednesday, November 15th, 
at 6 

The business meeting will be followed by a 
dinner, with the Chairman, Dr. Ray K. Daily, 
Houston, Texas, presiding. Program features 
are being arranged. 

Women physicians attending the Richmond 
meeting are invited on the all day trip to his- 
toric Williamsburg, on Thursday, the enter- 


tainment provided the visiting ladies. Addi- 
tional informal entertainment is being planned. 

Dr. Pauline Williams, Medical College of 
Virginia, Richmond, is local Chairman for 
Women Physicians. 


Married. 

Dr. Clifton Ross Titus and Miss Mildred 
Carolyn Mitchell, both of Bassett. Va., Octo- 
ber 7th. 

Dr. Walter Lewis Nalls, of Alexandria and 
Richmond, and a member of the class of °32, 
Medical College of Virginia, and Miss Aileen 
Lee Williams, Richmond, October 14th. 

Dr. Paul Lawrence Dent, class of 31, Medi- 
‘al College of Virginia, and Miss Willada 
Hall Rickman, Roseland, Va., recently. They 
are making their home in Quinwood, W. Va. 

Dr. Sigman Van Lewis, Middlesex, N. C., 
and Miss Ola Elizabeth Caudle, Randleman, 
N. C., August 5th. Dr, Lewis is an alumnus 
of the Medical College of Virginia. 


The New York Polyclinic Medical School 

and Hospital 

Gave a very elaborate special program Sep- 
tember 27th, in honor of visiting Brazilian 
physicians. An excellent surgical program was 
put on from 9:00 A. M. to 12:15 P. M. After 
this there was an inspection of the Hospital, 
followed by luncheon in the Chinese Lounge. 
Dr. Jerome Lynch is president of the faculty 
and Dr. Edward L. Kellogg was chairman for 
this program, 


The following special lectures will be given 
at the New York Polyclinic Medical School 
and Hospital during the session of 1933-1934, 
by Russell L. Cecil, M. D., Professor of In- 
ternal Medicine at the Polyclinic: 

October 18, 1933—Encephalitis. 

November 15, 1933—Typhoid. 

December 13, 1933—Infectious Endocarditis, 

January 17, 1934—Influenza and the Com- 

mon Cold. 

February 14, 1934—Lobar Pneumonia. 

March 14, 1934—Rheumatic Fever. 

April 18, 1934—Arthritis. 

All of these lectures will be on Wednes- 
days. at 2:30 P. M., in the Medical Amphi- 
theatre, on the second floor. 


American College of Surgeons. 

At the meeting of the College in Chicago, 
in October, Dr. J. Bentley Squier, New York, 
succeeded Dr. Wm. D. Haggard, Nashville, 


nber, 
fol- 
r. F, 
Drs. 
Prit- 
ston; 
and 
(re- 
ville, 
slum 
der” 
Sep- 
1 at- 7 
Dr. 
eton 
lue- 
the 
rty, 
and 
(re- 
of 
the 
the 
igh 
| at 
ine 
ysi- 
or- 
rt” 
by 
yWs 
ell- 
of 
of 
li- 
nat 


514 


Tenn., as president. Dr. Robert B. Greenough, 
Boston, was chosen as president-elect to take 
office in 1934, and Drs, Charles A. Dukes, 
Berkley, Calif., and Roscoe R. Graham, 
Toronto, Canada, were elected vice-presidents. 
Dr. Franklin H. Martin, Chicago, is director 
general. 


Virginian Honored. 

Although unable to attend the meeting, Dr. 
M. Pierce Rucker, Richmond, Va., was named 
President-elect of the American Association 
of Obstetricians, Gynecologists and Abdominal 
Surgeons at its recent annual meeting at 
Lucerne-in-Quebec, Canada. This is consid- 
ered an especial honor, in view of the fact that 
this organization is composed of a selective 
group of physicians from the United States 
and Canada. 


Dr. W. Wayne Babcock, Philadelphia, was 
installed as president, and Dr. Magnus A. 
Tate, Cincinnati, was re-elected secretary. 
The next annual meeting will be held in Sep- 
tember, 1934. 


The Roll Call of the American Red Cress. 

The American Red Cross announces its an- 
nual Roll Call, from Armistice Day to Thanks- 
giving, secure in the confidence that today, as 
never before, the American people know the 
full meaning of Red Cross Service. 


When you join the American Red Cross you 
become a member of your local chapter and 
also of the national organization. The Red 
Cross is your Red Cross. Every deed of mercy, 
every humanitarian act performed in its name 
reflects your individual participation in its 
nation-wide relief projects. 


Dr. A. S. Richardson, 

Recently of O’Keeffe, W. Va., has located 
at Grundy, Va., where he has built a thirty- 
bed hospital, known as the Grace Richardson 
Hospitai. 

News Notes from Medical College of Vir- 
ginia. 

Dr. Lee E. Sutton, Jr., dean of the school 
of medicine, will represent the college at the 
annual meeting of the Association of American 
Medical Colleges to be held in Rochester and 
Minneapolis, October 30th-November 1st. 


September report for the Outpatient Depart- 
ment shows 5,676 patient visits, a gain of ap- 
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proximately five hundred over the same m: uth 
last year. An average of two hundred twe «ty. 
seven patients a day with a maximum day» of 
two hundred sixty-eight patients was the 
record for the month. 


Miss Aileen Brown, Director of Dietetics, 
Hospital Division, attended the annual meet ing 
of the American Dietetic Association in 
Chicago, October 9th-14th. 


The portrait of Dr. John Cullen, first pro- 
fessor of medicine, was presented to the college 
on October 14th. Various members of the Cul- 
len family were present for the unveiling. The 
cape clasps of Dr. Cullen were also presented 
to the college for its museum. The collection 
of articles once belonging to the founders is 
growing in a very satisfactory way, as well as 
other articles for the medical museum, which 
once belonged to men prominent in the field of 
medicine in Virginia. 


News Notes from the Duke University 
School of Medicine and School of Nurs- 
ing. 

On October 2, 1933, the autumn quarter of 
the School of Medicine commenced, with sixty- 
one students enrolled in the first year class, 
forty-three in the second year, forty-nine in 
the junior and seventeen in the senior class, 
making a total of one hundred and seventy 
students in the school. 

On the same date the School of Nursing 
began their autumn quarter with eighty-six 
students, twenty-eight of whom were starting 
first year work. 


Dr. Charles William Scott, 

Prominent as a tuberculosis specialist and 
clinician for the State Department of Health 
for the past nine years, has retired to take up 
private practice in Newport News. He will 
specialize in diseases of the chest. 


American Public Health Association. ' 

At its annual meeting held in Indianapolis, 
in October, Dr. Haven Emerson, of New York 
City, succeeded to the presidency, Dr. E. L. 
Bishop, Nashville, Tenn., was selected as presl- 
dent-elect, and Dr. Kendall Emerson, New 
York, was re-elected secretary. Pasadena, 
Calif., was chosen as the place for the next 
annual meeting. 
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Dr. Randolph L. Anderson, 

After practicing for some years in Rich- 
mon, Va., where he was also connected with 
the teaching staff of the Medical College of 
Virginia, has located in Charleston, W. Va. 
He has offices at 202 Professional Building and 
is limiting his work to orthopedic surgery and 
fractures. 


New Library Books Available to Members. 

In addition to the books previously listed, 
the following newer books in the Library of 
the Medical College of Virginia may be bor- 
rowed by members of the Medical Society of 
Virgina at any time, the only cost being re- 
turn postage: 


Ballenger, E. G.. et als. History of Urology. 

Barker, L. F. Young Man and Medicine. 

van Beneden, J. Recherches sur l'infection l’hyper- 
sensibilite et l’immunite...du_ virus tuber- 
culeux. 

Benhamou, Ed. L’exploration fonctionelle de la rate. 

Beutner, R. The Physical Chemistry of Living Tis- 
sues and Life Processes. 

Bond, E. D., and Appel, K. E. The Treatment of Be- 
havior Disorders Following Encephalitis. i931. 

Bunting, R. W. A Textbook of Oral Pathology. 1929. 

Butler, Pierce. Introduction to Library Se-ence. 

Castiglioni, A. Ital!an Medicine. Tr. by Krumbhuaar. 
1932. 

Chase, S. A New Deal. 1933. 

Cecil, R. L., and Foster, K. A Textbook of Medicine. 
Last ed. 

Clark, A. J. The Mode of Action of Drugs on Cells. 

Clendening, L. The Human Body. 

Collins, Jos. The Doctor Looks at Love and Life. 

Criteria Comm. of the Heart Comm. of the N. Y. 
Tuberculosis and Health Assoc. Criteria for the 
Classification and Diagnosis of Heart Disease. 
3 ed. 1932. 

Cushing, Harvey. Papers Relating to the Pituitary 
Body. 1932. 

Despard, L. L. Textbook of Massage and Remedial 
Gymnastics. 3rd ed. 1932. 

Fulton, J. F., and Keller. A. D. A Study of the Evo- 
lution of Cortical Dominance in Primates. 1932. 

Gerould, J. T. The College Library Building; Its 
Planning and Equipment. 1932. 

Glasser, Otto, ed. The Science of Radiology. 

Goldstein, Mar. Problems of the Deaf. 1933. 

Harington, @. R. The Thyroid Gland; its Chemistry 
and Physiology. 1933. 

Hodgson, V. H. Public Health Nursing and Indus- 
try. 

Howell, W. B. _Medicine in Canada. (Clio Medica.) 
1933. 

Hurley, J. S. Problems of Relative Growth. 

Jacobson, H. P. Fungous Diseases. 

Jeans, J. The New Background of Science. 

Kellogg, E. L. The Duodenum; Its Structure and 
Function. 1933. 

Krueger. Elementary Materia Medica 

Laurens, H. Physiological Effects of Radiant Energy. 

Lewis. B., ed et als. History of Urology. 2v. 1933. 

van Loon, Hendrik, Willem. The Story of Mankind. 

Lorand, S., ed. Psychoanalysis Today; Its Scope and 
Function. 1933. F 

Lusk, Graham. Nutrition. 1933. 
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Lydenberg, H. M., and Archer, J. Care and Repair 
of Books. 

Macleod. Physiology and Biochemistry in Modern 
Medicine. 6th ed. 1930. 

Merrill, Frances and Mason. Among the Nudists. 

Mitchell, B. A Preface to Economics. 

Moore, B. V., and Hartmann, G. W. ed. Readings 
in Industrial Psychology. 1931. 

Morse, M. G. The Medical Secretary. 1933. 

Muse. Psychology for Nurses. 2nd ed. 

Olson. Improvised Equipment. 2nd ed. 

Organic Syntheses. Vols. 10, 11, 12 and 13. 

Parsons, L. G., and Seymour, B. Diseases of In- 
fancy and Childhood. 2v. 1933. 

Parsons, J. H. Diseases of the Eye. 1930. 

Pasteur, L. Oeuvres de Pasteur. Ed. by P. Vallery- 
Radot. v. 6. 

Pepper, P. and Farley, D. L. Practical Hematologi- 
cal Diagnosis. 1933. 

The Publishers Trade List Annual. 1933. 

Robbins, W. W. Plants Useful to Man. 

Sister Alma. Clinical Laboratory Manual. 

Sobotta, J. and McMurrich. Atlas of Human Anat- 
omy. 3v. Latest ed. 

Smithies, E. M. Case Studies of Normal Adolescent 
Girls. 1933. 

Sydenstricker, E. Health and Environment. 

Wells, B. W. The Natural Gardens of North Caro- 

lina. 1932. 


Hospital to Discontinue Nursing School. 

The Mary Washington Hospital, Fredericks- 
burg, Va., has discontinued its nursing school 
and transferred sixteen students to the Univer- 
sity Hospitai, Charlottesville. The change was 
made by the board of managers because the in- 
stitution, could not give adequate training to 
the students since the standard of nursing edu- 
cation has been raised. The hospital is now 
operating for the first time since 1906 entirely 
with graduate nurses. 


Dr. Charles L. Savage, 

Who has been conected with the medical staff 
of Blue Ridge Sanatorium, since the summer 
of 1930, has resigned this connection to become 
clinician for the State Tuberculosis Out- 
Patient Department, succeeding Dr. Charles 
W. Scott who has just located in Newport 
News, Va. 


Conference of Secretaries. 

The annual Conference of Secretaries and 
Editors of Constituent State Medical Associa- 
tions of the American Medical Association 
was held in Chicago, September 22nd and 
23rd, with members of the Conference as 
guests of the American Medical Association. 
Dr. Walter F. Donaldson, Pittsburgh, secre- 
tary of the Medical Society of the State of 
Pennsylvania, was selected as chairman, and 
presided at all sessions. The papers presented 
were on most timely subjects and were prac- 
tical and helpful. 
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Dr. A. Micklem, 
Recently at Alberene, Va., announces that 
his address is now Rockfish, Va. 


Dr. Claude A. Nunnally 

Has opened offices in Fredericksburg, Va., for 
the practice of internal medicine. He is a 
graduate of the Medical College of Virginia, 
in 1929, and served his internship in the Hos- 
pital Division of the College. He was in the 
medical service of the New England Medical 
Center for one year, after which he returned 
to the Medical College of Virginia where he 
has been for the past two years. 


For Sale— 

General Electric Vario-Frequency Diatherm. 
In first-class condition. Write No. 368, care 
Vireinta Meprcan Monrury, 1200 E. Clay 
Street, Richmond, Va. (Ad».) 


New Service Available to Doctors and Hos- 
pitals. 

Surgical Instruments, Physio-Therapy Ap- 
paratus, Microscopes, Diagnostic Instruments, 
etc., may be re-conditioned reasonably. Ad- 
dress Surgical-Laboratory Repair Service. 308 
North 12th Street, Richmond, Va., or dial 
4-6612. (Ad>v.) 

Wanted— 

Year round resident physician. Mainte- 
nance and reasonable remuneration. Refer- 
ences and personal data requested. Memorial 


Hospital, Danville, Va. (Adv.) 


Obituary Record 


Dr. John Staige Davis, 

Well-known physician of University, Va., 
and President of the Medical Society of Vir- 
ginia in 1923, died September 21st. following 
a long illness. He was sixty-seven vears of 
age and received his degree in medicine from 
the University of Virginia in 1889. Dr. Davis 
studied medicine in Berlin and Vienna and 
engaged in practice for a year in New Or- 
leans. He had for forty years been a mem- 
ber of the medical faculty of the University 
of Virginia, being forced to retire six years 
ago following a stroke of paralysis. Dr. Davis 
had been an active member of the Medical 
Society of Virginia since 1894. His wife, a 
son, Dr. John Staige Davis, Jr., and two 
daughters survive him. 


Dr. Joel Crawford, 
Prominent physician of Yale, Va., died Oc- 


Noveniber, 


tober 14th, in the Petersburg Hospital, fol- 
lowing a short illness. He was seventy-tliree 
years of age and graduated from the Un ver- 
sity of Pennsylvania, School of Medicine, in 
1883. Dr. Crawford had practiced for the 
past half a century in Yale and Sussex County 
and was one of the best known and most be- 
loved men of the county. He had always 
taken an active interest in the affairs of the 
Medical Society of Virginia. having been a 
member for forty-five years. Three brothers 
and a sister survive him. 


Dr. Henry Armistead Bullock, 

Widely known Richmond, Va., physician, 
died October 2nd, following a long period of 
ill health. He was born in Bullock, N. €., 
in 1891, and graduated from the former Uni- 
versity College of Medicine, Richmond. in 
1912. Dr. Bullock was prominent in Masonic 
circles, a member of the Scottish Rite and the 
Acca Temple Shrine. He had been a member 


of the Medical Society of Virginia for a num- 
ber of years. 
him, 

Dr. Alpheus Hartley Wood, 


Emporia, Va., died September 28th, after a 


His wife and two sons survive 


long period of invalidism. He was 35 years of 
age and graduated from the Medical College 
of Virginia in 1927. Dr. Wood was a member 
of the Medical Society of Virginia. His wife 
and one child survive him. 


Dr. Herman E. Jones, 

Roanoke, Va., where he had made his home 
since 1888, died August 17th, after a short ill- 
ness. He was seventy-three years of age and 
graduated from the University of Virginia, 
Department of Medicine, in 1886. His wife 
survives him. 

Dr. Powell C. Fauntleroy, 

Colonel, U. S. Army, retired, Washington, 
D. C., died July 30th. He was sixty-three years 
of age and a graduate of the University of 
Virginia, Department of Medicine, in 1893. 


Dr. Thomas Friend Willson 

Died September 22nd, at his home in Arcola, 
Miss. He was a native of Powhatan County. 
Va., and graduated from the former Univer- 
sity College of Medicine, Richmond, in 1899. 


Dr. Fletcher Reese Harris, 

Henderson, N. C., died August 27th. He 
was 73 years of age and graduated from the 
University of Virginia, Department of Medi- 
cine, in 1881. 
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